


Minnesota Medicine 


Journal of the Minnesota State, Medical Association, Southern Minnesota Medical Association, Northern Minnesota 


Medical Association, Minnesota Academy of Medicine and Minneapolis Surgical Society 








Volume 32 


February, 1949 








BACKGROUND OF PROBLEM ARISING THROUGH ATTEMPT TO LICENSE 
FOREIGN MEDICAL GRADUATES 


RIOR to 1937 the Minnesota State Board 

of Medical Examiners had admitted to its 
examinations a number of so-called foreign med- 
ical graduates. In its attempt to license only those 
foreign medical graduates whose medical educa- 
tion and moral qualifications were on a par with 
the graduates of the medical school of the Uni- 
versity of Minnesota, it became apparent to the 
Medical Board that the problem was becoming 
more difficult of solution for the following rea- 
sons : 


1. No agency existed for the grading and 
classification of medical schools outside of the 
United States and Canada, thus making it prac- 
tically impossible for the Medical Board to de- 
termine whether or not the medical school was one 
to be approved by the Board. 


2. With the approach of war in Europe in 
1939, it was no longer possible for the Medical 
Board to satisfactorily determine the applicant’s 
qualifications as to good moral character. This 
includes whether or not the applicant was ever 
convicted of a felony or an offense involving 
moral turpitude; of whether or not the applicant 
was addicted or had ever used any habit forming 
drugs, such as the various derivatives of opium; 
whether or not the applicant had ever-had a 
previous issued medical license revoked, et cetera. 

3. It was also discovered by the Medical Board 
that a considerable number of American medical 
students who had failed in their medical course 
in medical schools in this country, had gone to 
Europe to continue their medical education, and, 
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Article prepared by the Minnesota State Board of Medical 
Examiners. 


Fepr:sary, 1949 


in certain instances, had been permitted to enter 
a European medical school as advanced medical 
students without any requirement that they take 
further training in the medical subjects in which 


they had failed. 


4. It was also discovered that it was becoming 
increasingly difficult, if not impossible, for an 
American citizen who was a graduate of a 
medical school such as the University of Min- 
nesota, or any other Class A medical school in 
this country, to become licensed in any of the 
European countries without the surrender of his 
American citizenship. 


The Minnesota State Board of Medical Ex- 
aminers, believing that its first duty is to the 
public generally, and that the maintenance of high 
standards in medical education and licensure are 
a protection to the people of this State, adopted, 
on November 12, 1937, the following resolution. 
It was not intended that the resolution was to be 
a fixed and permanent rule of the Board, but 
rather that it was subject to amendment if and 
when the requirements could be relaxed without 
sacrificing any protection to the people of the 
State. 


RESOLUTION 
In Reference to Foreign Medical Graduates 


Adopted by Minnesota State Board of Medical Ex- 
aminers on November 12, 1937. 


Wuereas, following a study made by the Board it 
appears that facilities are available for the grading of 
medical schools in the United States of America and in 
the Dominion of Canada, ang it 

FurRTHER, appearing that no discrimination is made 
by the various Canadian Provinces against holders of 
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Minnesota licenses who are citizens of the United States, 
and it 

FURTHER, appearing that at the present time there are 
no suitable or practical facilities available to this Board 
for the grading and classification of medical schools 
outside of the United States of America and the Do- 
minion of Canada and that citizens of the United States 
holding Minnesota licenses are not eligible for licensure 
other than as outlined above, and it appearing that there 
is no practical way of determining the medical and other 
qualifications of the so-called foreign applicants, it is 
found necessary that the following rules and regulations 
be adopted as to eligibility for examination. 

1. A citizen of the United States of America who is 
a graduate of a Class A Medical School in the United 
States of America recognized by the Board, is eligible 
to examination upon furnishing the proof of good moral 
character, the necessary attendance in school, graduation 
and degree as required by the laws of this State and the 
rules and regulations of this Board. 

2. A citizen of Canada who is a graduate of a Class A 
Medical School in the United States of America or the 
Dominion of Canada, recognized by the Board, is 
eligible to examination upon furnishing the proof of 
good moral character, the necessary attendance in school, 

raduation and degree as required by the laws of this 

tate and the rules and regulations of this Board. 

3. All other applicants must 


(a) Be citizens of the United States; 

(b) Present proof of attendance in a Class A Med- 
ical School recognized by the Board, and proof 
of graduation and degree, as required by the 
laws of this State and the Rules and Regula- 
tions of this Board; 

(c) All credentials from foreign schools and insti- 
tutions must be translated into the English 
language over the seal and signature of the 
American Consul in the country wherein such 
documents were issued; 

(d) Present evidence satisfactory to the Board of 
good moral character ; 

(e) Present evidente satisfactory to the Board that 
applicant holds a valid license to practice medi- 
cine and surgery in the country where his med- 
ical education and degree were obtained. 

(f{) Present evidence satisfactory to the Board that 
a medical licentiate of the State of Minnesota 
is granted reciprocal privileges in the country 
in which applicant received his medical educa- 
tion, degree and license. 

(gz) Resolved that all former rules of the Board 
inconsistent with these resolutions be hereby 
rescinded. 


ResoLvep, that the foregoing be effective from date of 
November 12, 1937. 


ra 
Adopted by the following vote: Ayes—7; Nays—0. 


Laws of the State of Minnesota in Reference to 
the Licensure of Physicians and Surgeons 
The laws of the State of Minnesota provide for 

2 state board of medical examiners. 


“which shall consist of seven qualified resident physi- 
cians appointed by the Governor in the manner here- 
inafter prescribed.” 


The law further provides that: 


“The board shall have authority to prescribe such rules 
and regulations relative to.the examination of applicants 
for license to practice medicine, surgery, and obstetrics 
as may be found necessary.” 

Sec. 147.01 Minnesota Statutes for 1945. 
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With respect to the qualifications of the ap- 
plicant for licensure, the law provides: 


“A person not already authorized to practice medicine 
in the state and desiring so to do shall apply to the 
secretary of the state board of medical examiners for 
examination and pay a fee of $20.00 for the use of the 
board, which in no case shall be refunded. At a time 
appointed, or at the next regular examination, he shall 
prove that he is of good moral character, that he has 
completed four entire sessions of not less than 36 weeks 
each at a medical school recognized by the board, and 
received the degree of M.D. or M.B. He shall be 
examined in surgery, medicine, obstetrics, eye, ear, nose, 
and throat, and such other branches as the board shall 
deem advisable. After such examination, the board, if 
five members thereof consent, shall grant him a license 
to practice medicine. The examination shall be both 
scientific and practical and thoroughly test the fitness 
of the candidate. The board may refuse to grant a 
license to, or may suspend or revoke the license of, 
any person guilty of immoral, dishonorable, or unpro- 
fessional conduct, but subject to the right of the ap- 
plicant or licentiate to appeal to the district court in the 
proper county on the questions of law and fact.” 
Sec. 147.02 Minnesota Statutes for 1945. 


With respect to the licensing of physicians who 
hold a medical license in another state, or who are 
diplomates of the National Board of Medical 
Examiners, the laws of Minnesota provide as 
follows : 


“The state board of medical examiners, either with or 
without examination, may grant a license to any physi- 
cian licensed to .practice by a similar board of another 
state or the national board of medical examiners who 
holds a certificate of registration showing that an ex- 
amination has been made by the proper board, in which 
an average grade of not less than 75 per cent was 


awarded to the holder thereof, the applicant and holder: 


of such certificate having been at the time of the ex- 
amination the legal possessor of a diploma from a 
medical college in good standing in this state, which 
diploma may be accepted in lieu of an examination as 
evidence of qualification. In case the scope of the ex- 
amination was less than that prescribed by this state, 
the applicant may be required to submit to an examina- 
tion in such subjects as have not been covered. The fee 
for such examination shall be $75.00. 

“A certificate of registration or license issued by the 
proper board of any state may be accepted as evidence 
of qualification for registration in this state; provided, 
the holder thereof was, at the time of such registration, 
the legal possessor of a diploma issued by a medical 
college in good standing in this state and that the date 
thereof was prior to the legal requirements of the ex- 
amination test in this state.” 


Sec. 147.03 Minnesota Statutes for 1945. 


The laws of the State of Minnesota, also pro- 
vide that unless like reciprocity is granted 4 
graduate in medicine of the University of Min- 
nesota, and the holder of a Minnesota medical 
license, that reciprocity shall not be extended by 
this State; the law reading as follows: 


“If by the laws of any state or the rulings or decisions 
of the appropriate officers or boards thereof, any bur- 
den, obligation, requirement, disqualification, or dis- 
ability is put upon physicians registered in this state of 
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holding diplomas from medical colleges in this state 
which are in good standing therein, affecting the right 
of these physicians to be registered or admitted to prac- 
tice in that state, then the same or like burdens, obliga- 
tions, requirements, disqualification, or disability shall 
be put upon the registration in this state of physicians 
registered in that state or holding diplomas from medical 
colleges situated therein.” 


Sec. 147.04, Minnesota Statutes for 1945. 


Licensure Experience of the Minnesota State 
Board of Medical Examiners 
From 1928 to 1948, inclusive, the Minnesota 
State Board of Medical Examiners has licensed 
5,063 physicians as follows: 


The records of the Medical Board disclose that 
within the past 21 years over 99 per cent of those 
taking the examination have passed and have been 
licensed. 


Commencing with 1928, physicians have been 
required to register annually with the State Board 
of Medical Examiners. In 1928 Minnesota had 
3,279 registered physicians of whom 3,051 regis- 
tered from within the borders of Minnesota. In 
1948 Minnesota had 5,737 registered physicians 
of whom 4,108 were registered from within the 
borders of the State, a net gain of 1,057 physi- 
cians within the State. Minnesota has a ratio 
of one physician to about 700 persons. 


Requirement of Citizenship for Physicians and 
other Professional Groups 
Lawyers 

Rule 2 of the Supreme Court of Minnesota in 
reference to the admission of lawyers to practice 
law in the State of Minnesota, provides that the 
applicant shall be twenty-one years of age, of 
good moral character, a citizen of the United 
States of America and a resident of the State of 
Minnesota. 


Dentists 


“Every applicant for a license to practice dentistry, 
whether by examination or reciprocity, shall produce 
evidence satisfactory to the board that he is a citizen 
of the United Sates.” 


Sec. 150.04 Minnesota Statutes 1945, 
Pharmacists 


“To be entitled to examination by the board as a phar- 
macist the applicant shall be a citizen of the United 
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States, of good moral character, at least 21 years of age, 
and shall be a graduate of the college of pharmacy of 
the University of Minnesota or of a college or school of 
pharmacy in good standing of which the board shall be 
the judge and shall have at least one year of practical 
experience in pharmacy.” 

Sec. 151.10 Minnesota Statutes 1945. 


Physicians and Surgeons 

The Minnesota State Board of Medical Exam- 
iners has been of the opinion for a number of 
years that every person who practices medicine 
in Minnesota, should be a citizen. The duties of 
a physician are many and varied; he is not only 
called upon to take care of his patients, whether 
it be in the office, hospital or home, but he is 
also called upon to appear in Court as a witness 
for his patient, as an expert witness designated 
by the Court in criminal cases, sanity hearings, 
etc. Because of the close personal relationship 
occupied by a physician with his patient and with 
matters pertaining to the Courts and Government, 
the Medical Board was of the opinion that these 
facts alone justified the requirement of citizen- 
ship. The Medical Board also felt that it was 
manifestly unfair to have doctors of American 
citizenship discriminated against in European 
countries, and at the same time, license doctors 
from those countries practicing such discrimina- 
tion. During World War II the United States 
Government declined to grant commissions in the 
Medical Corps of the Army or Navy to doctors 
who were not citizens. 

The Medical Board made an exception in ref- 
erence to Canadian doctors for three reasons : 


1. Canadian medical schools are inspected and 
evaluated the same as American medical 
schools. 

2. It is a relatively simple matter to check 
up on the background of a Canadian medical 
applicant. 

3. None of the Canadian Provinces require an 
American doctor to surrender his citizen- 
ship as a pre-requisite to Canadian medical 
licensure. 


Requirements of Minnesota Basic Science Law 


There are only four requirements to take the 
Minnesota Basic Science examination. They are 
as follows: 

1. The applicant must be twenty-one years of age or 

over. 

2. The applicant must be of good moral character. 
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3. The applicant must have an education equivalent to 
graduation from an accredited high school of this 
State. 

4. The applicant shall pay a fee of $15.00. 


The provisions of law pertaining thereto are as 
follows: 


“Any person not hereinafter excepted from the provi- 
sions of this chapter desiring to practice healing in this 
state shall apply to the secretary of the state board of 
examiners in the basic sciences, on blank forms pre- 
pared and furnished by it, to be examined in the basic 
sciences at the next examination therein following the 
making of such application and for a certificate of reg- 
istration in the basic sciences, accompanying such ap- 
plication with a fee of $15.00 and sufficient and satisfac- 
tory proof that the applicant is 21 years of age or over, 
is of good moral character and has an education equiv- 
alent to graduation from an accredited high school of 
this state; provided, that no applicant shall be required 
or requested to disclose in such application the profes- 
sional college or university he may have attended nor 
the branch or system of healing which he intends to pur- 
sue. Examinations shall be in the basic sciences only 
and may be both written and by demonstration or other 
practical test, as the board may determine.” 


Sec. 146.06 Minnesota Statutes 1945, 


You will note from the foregoing Section that 
the Basic Science Board is forbidden to make in- 
quiry as to the college or university attended 
by the applicant or the branch of the healing arts 
that the applicant intends to pursue. There are 
two reasons for that provision being in the law; 
the first one is to prevent any discrimination as 
to an applicant who desires to practice osteopathy 
or chiropractic. The second reason is that the 
basic science law is merely a prequalifying exam- 
ination in six subjects : anatomy, physiology, path- 
ology, bacteriology, hygiene and chemistry. <A 
basic science certificate does not authorize the 
holder to engage in the practice of healing. It 
does authorize the holder to then apply to either 
the Medical Board, the Osteopathic Board or the 
Chiropractic Board, depending upon the branch 
of the healing arts that the applicant wishes to 
engage in. 


Fraudulent Foreign Medical Credentials 


The problem of. determining the authenticity 
of foreign medical credentials has plagued the 
various state medical examining boards through- 
out the United States for many years. In No- 
vember, 1935, the following communication was 
sent by the Secretary of the California State 
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Board of Medical Examiners to the Secretary of 
the Federation of Medical Boards of the United 
States : 


“For several years I have been impressed with the 
ease with which may be obtained medical diplomas from 
various universities in foreign countries. We have in 
mind the case of ——- ——, Los Angeles osteopath, who 
assertedly obtained a medical diploma from the Univer- 
sity of Berne, Switzerland, dated July 16, 1924, after 
a very brief course, which we understand did not 
exceed three months. - assertedly obtained 
a diploma from the University of Lausanne, Switzer- 
land, without attendance. He also obtained a diploma 
from the University of Naples, after not more than 
four months attendance. , a Missouri vet- 
erinarian, prominently mentioned in the diploma mill 
scandals of 1924, obtained a medical diploma from the 
University of Budapest, although according to the 
American Medical Journal of June 18, 1927, page 73, 
he was unable to pass their examinations. 


“These are but a few of the many ‘instances that 
have come to the attention of the California Board 
of the laxity with which foreign medical diplomas are 
issued. 


“Our experience has developed that practically none 
of the foreign medical schools, including Scotland and 
England, keep any accurate check on the daily attend- 
ance of the student. It appears to be a kind of ‘free 
and easy,’ the only interest lying in whether. the student 
was able to pass the final examination. 


“Another feature is the established habit in Germany 
of students going from school to school, making it prac- 
tically impossible for said students to file an accurate 
outline of their medical course, such as is required in 
this country. 


“The Council on Medical Education and the Associa- 
tion of American Medical Colleges have placed heavy 
restrictions on the medical schools in this country and 
yet state boards are constantly faced with applications 
from graduates of foreign schools, who cannot file 
satisfactory evidence that they have completed a course 
of instruction equivalent to that required in a United 
States Medical School. 


“When a student transfers from one U. S. medical 
school to another, he must show under the rules of 
the above mentioned organization that he has fully com- 
pleted a course of study and received passing marks be- 
fore he may be given advanced standing in the second 
school. This is not so, to my knowledge, in foreign 
schools. 


“The undersigned has had experience with fraudulent 
documents purporting to be medical diplomas issued in 
Russia, Belgium and one or two other foreign coun- 
tries. It is impossible to verify any medical credentials 
from Russia, particularly if issued prior to the present 
regime. The documents that emanate from Soviet 
sources cannot be accepted in any degree of confidence.” 
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Suggestions for Meeting Temporary Needs of 
Foreign Medical Graduates 


On an experimental basis from the standpoint 
of protection of the public health, it is doubtful if 
the problem of medical licensure of foreign med- 
ical graduates can be solved by simply amending 
the requirement of citizenship or the recognition 
of European medical schools. Since there is in 
existence no evaluating agency for the inspection 
and grading of European medical schools, it is 
necessary to examine the various articles that 
appear from time to time on this subject. In 
February, 1948, Dr. Irving S. Wright, Associate 
Professor of Clinical Medicine, Cornell Univer- 
sity Medical College, New York, presented a 
paper on MEDICAL EDUCATION IN GER- 
MANY AND AUSTRIA. Dr. Wright made 
a survey of medical education in Germany and 
Austria in 1947 with Dr. Edmund Horgan under 
the auspices of the Surgeon General of the United 
States Army. In his paper on that subject Dr. 
Wright said the following: 


“Tt will be made clear from my discussion that there 
is a considerable discrepancy between the potentialities 
for medical education among the various medical schools 
of Germany and of Austria today, and this will be 
perpetuated until such a time as they are all in better 
position from the point of view of materiél and fac- 
ulty. It now appears that this improvement will be slow 
to occur, and in some instances the universities may 
never achieve their former stature. 

“There are five major facets essential to medical edu- 
cation; a well trained faculty; suitable buildings for 
the preclinical and clinical teaching, including hospital 
facilities; adequate supplies and equipment for the lab- 
oratories necessary to the training of the students and 
the carrying on'of research; a patient volume load of 
sufficient size and variety to permit experience in a large 
number of diseases, and a well selected student body. 
All are vital. The faculty and the carefully chosen stu- 
dent body are the most important. Today, in Germany 
and Austria, the clinical material is the only ingredient 
which may be considered as adequate.” 


Speaking further on the subject of the destruc- 
tion of medical buildings by bombing, Dr. Wright 
pointed out: 


“ven two years later, at the time of our visit 
(University of Munich) major portions of the medical 
school remained heaps of rubble, and the surgical clin- 
ics were far from rebuilt. Large numbers of students 
crowded about in totally inadequate facilities, and rela- 
tively little active rebuilding was in process. * * * 
A similar report could be given in reference to most 
of the universities. * * * Chemical supplies are at 
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RESULTS OF EXAMINATIONS OF FOREIGN 
PHYSICIANS 


(New York) 














Year Number Passed Failed 
Examined 

1938 1,211 511 700 

1939 1,770 521 1,249 

1940 1,644 540 1,104 

1941 1,558 575 983 

1942-45 (incl.) 4,975 2,878 2,097 

1946 315 106 209 
11,473 5,131 6,342 

a premium. It is perhaps symbolic of the high degree 


of destruction of scientific civilization when one finds 
that at the University of Munich, long famed for its 
fine chemical research, the determination of blood sugar 
studies is frequently impossible because of inadequate 
chemicals necessary for this simple test.” * * * 

“There is no penicillin available to the German hos- 
pitals; there is no streptomycin. 
drugs are available.” 


Some sulfonamide 


In discussing the large number of students en- 
rolled in the medical school in Germany and Aus- 
tria, Dr. Wright comments as follows: 


“Appointment on political basis has resulted in tre- 
mendous overcrowding. For example in Vienna there 
were 3,500 medical students out of a total student body 
of 7,000. It was reported that at Munich there were 
4,000 registered in the medical school, with 3,000 on the 
waiting list. Most of the other schools had from 1,800 
to 3,000 medical students. Only the smaller ones had 
as few as 1,200. Inquiry indicated that the faculty mem- 
bers were inclined to believe that all of these students 
who so elected would eventually graduate. They have 
several opportunities to pass each set of examinations 
without being eliminated from medical school.” 


In his summary Dr. Wright stated : 


“Medical education in Germany is at an extremely low 
level at this time. The Universities of Heidelberg and 
Wurzburg are the most satisfactory. Medical educa- 
tion in Vienna is somewhat better, but is handicapped 
by over crowding. * * * Students graduating from these 
schools have not received a medical education compar- 
able with that obtained in medical schools in this coun- 
try. This situation should be subjected to continuing 
analysis and recording by the boards of licensure so 
that in the future graduates from these schools who 
apply for license to practice in the United States may 
be properly evaluated.” 


The Minnesota State Board of Medical Exam- 
iners at its last meeting decided to ask that this 
eritire problem be made the subject of discussion 
at the annual meeting of the Federation of State 


(Continued on Page 147) 
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MINNESOTA’S MATERNAL AND CHILD HEALTH PROGRAM 


A. B. ROSENFIELD, M.D., M.P.H. 
Minneapolis, Minnesota 


Me acquaint the physicians of this State with 
the activities of the Maternal and Child 
Health Division of the Minnesota Department of 
Health, the following discussion is presented. All 
public health programs depend upon the whole- 
hearted interest and co-operation of all agencies 
interested in health, such as the State Medical As- 
sociation, the State Dental Association, University 
of Minnesota, the State Department of Educa- 
tion, as well as the voluntary agencies. It is par- 
ticularly important that the medical profession be 
familiar with our objectives, our general program, 
the special problems involved and our results. 
Physicians need the assistance of health workers 
to help them in their professional work; public 
health requires the active and enthusiastic interest 
and support of all physicians to attain its objec- 
tives. 

According to W. G. Smillie, Professor of Public 
Health and Preventive Medicine at Cornell Uni- 
versity Medical School, “the most effective and the 
most important part of the community plan for 
promotion of the health of the individual, is the 
child health program.” The younger the age group 
with which we work, the more effective will be 
the results that are achieved. While parents are 
unlikely to change their personal habits, they are 
quite willing to use the new knowledve of pre- 
ventive medicine for the care of their children. 


Our Objectives 


1, To minimize 
death. 

2. To give each baby that is born the best possible 
chance of survival. 

3. To help each child to grow up to maturity, as free 
as possible from any defect—physical, mental or 
emotional. 


risks of childbirth—disability and 


Requirements 

1. Well-trained physicians for obstetrical care and 
pediatric care. 

2. Well-equipped hospitals. 

3. Antepartum and postpartum supervision. 

4. Home nursing and public health nursing supervision. 


There are three approaches to a public health 
program in maternal and child health: (1) pre- 
vention, (2) health education, and (3) medical 


Dr. Rosenfield is Acting Director—Division of Maternal and 
Child Health Minnesota Department of Health. 
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care. In Minnesota the program is limited basical- 
ly to preventive public health services and health 
education. Medical care is not included except for 
the federally financed Emergency Maternity and 
Infant Care program for the wives and infants of 
servicemen. The maternal part of the medical care 
was terminated July 1, 1948; the infant care pro- 
gram is now in process of liquidation and will 
terminate April 19, 1949. 


Services rendered through Maternal and Child Health 
Division 


1. At State Level 


(a) Consultation and advice on maternal and child 
health programs and problems—(To other Di- 
visions of the Health Department, PTA, Di- 
vision of Social Welfare, Bureau of Crippled 
Children, State and County educational agencies, 
local Health Officers). 

(b) Aid to local communities in developing sound 
plans and programs. ; 

(c) Organization of groups for teaching maternal 
and child health classes. 

(d) Promotion of distribution of literature and 
educational activities. 

(e) Postgraduate courses in obstetrics and pedi- 
atrics for practicing physicians and nurses 
through co-operation with the University of 
Minnesota and professional groups. 

(f) Special assistance in pediatric studies: 
Problems in hospital nurseries, premature pro- 
gram, acute infectious diseases, at request of 
hospitals or State hospital licensing unit. 

(g) School health program—school health consult- 
ant assists in developing health services, health 
instruction, school sanitation, summer round-up, 
et cetera, in co-operation with State Depart- 
ment of Education and local schools. 

(h) Financial 
services : 
State subsidy to county public health nursing 
services ($1,500 per year). 

Federal subsidy ($1,000 per year for three 
years) for each new nurse added. 
Demonstration services to full-time health de- 
partment and county nursing services. 
Indian nursing services. 


subsidy—to public health nursing 


. Nutrition Unit 
Improvement on food and nutrition practices of 
expectant and nursing mothers, infants, growing 
children, workers in industry and other adults m 
family : 
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By development and promotion of use of edu- 
cation information and methods. 

By providing consultation to public health and 
allied workers. 

By direct service through talks to groups and 
conferences on demonstration basis. 


Number 
of Deaths 


3600 ++ 
3300 - 
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2700 + 
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Our first problem is maternal health. If we 
are to maintain our low maternal death rate, we 
cannot become complacent but must continue and 
intensify our efforts. We must emphasize the im- 
portance of good and adequate prenatal care, ob- 
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Fig. 1. Total deaths, by age, in Minnesota—1947, 


3. State District Health Offices 


(a) Advisory nurse gives consultation, advice and 
supervision to local public health and school 
nurses On maternal and child health program 
planning, promotion of distribution of litera- 
ture and other educational activities, promo- 
tion of classes, and loan of audiometers for 
hearing testing programs. 

(b) Nutritionist gives consultation service to public 
health and school nurses, prepares and con- 
ducts nutritional education program. 


Now let us consider some of the specific prob- 
lems in a Maternal and Child Health program. 
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stetrical care, and proper postnatal care by phy- 
sicians well trained in obstetrics, in well-equipped 
hospitals with modern facilities for the delivery 
of babies. Of Minnesota’s 75,468 births in 1947, 
96.7% occurred in hospitals, and only 3.3% were 
home deliveries. 

Our efforts are directed to assistance in pre- 
natal and postpartum clinics where they have 
been established. Advisory nurses of the Health 
Districts give advice and consultation and super- 
vision to local public health nurses in the field. 
A maternal and child health nurse consultant as- 
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sists advisory and field nurses and hospitals in 
developing programs throughout the State, assists 
in county problems such as high infant mortality 
rates, gives demonstrations, holds classes and 
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Fig. 2. Distribution of the cause of death of 9,373 infants re- 
ported dying in the first month of life in Minnesota—1941-1947, 
inclusive. 
meetings, gives radio talks, and distributes authori- 
tative educational literature. Films and exhibits 
are also available. Our nutrition program is de- 
voted to the improvement of food and nutrition 
practices of expectant and nursing mothers, in- 
fants, growing children and adults. It provides 
consultation to public health and allied workers 
and carries out an educational program by talks, 
exhibits and literature. In addition, studies on 
food consumption of pregnant women as well as 
studies in co-operation with dental surveys in 
schools are being carried out. Postgraduate 
courses for physicians are given periodically, in 
co-operation with the State Medical Association 
and University of Minnesota, to bring the latest 
scientific information to them. A three-day course 
on obstetrics, premature and newborn care for 
general practitioners, will be held soon at the Con- 
tinuation Center with all expenses paid for those 
selected by medical societies to attend the course. 
Study of causes of deaths of mothers so that ade- 
quate steps may be taken to reduce them even 
lower than they are now, will be carried out 
jointly by the State Medical Association and the 
State Department of Health. 

Neonatal deaths constitute one of our most 
serious problems. While infant mortality has de- 
clined markedly from 70 per 1,000 live births in 
1915 to 28.6 in 1947, the decrease of 59 per cent 
has occurred from the age of one month to one 
year and not in the first thirty days of life. It is 
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of interest to note that the total number of deaths 
under the age of one year is greater than the total 
deaths occurring from age one through age thirty 
five. This total is not reached again until th 
five-year period from ages fifty-five to sixty year: 
(Fig. 1). The major causes of neonatal deaths 
are prematurity, birth injuries, malformations anc 
infections, as shown on the pie diagram which 
gives the actual percentages during the past seven 
years (Fig. 2). These deaths constitute 73 per 
cent of all deaths occurring under the age of 
one year. 

Prematurity is responsible for one-half of the 
neonatal deaths. It is also in this group of deaths 
that the possibility for continued reduction in in- 
fant mortality lies. Prematurity was the ninth 
leading cause of death in Minnesota in 1946 and 
1947, while tuberculosis ranked as the tenth lead- 
ing cause of death. To reduce these deaths, we 
must continue to emphasize the importance of bet- 
ter medical and nursing care by instruction of 
local physicians on the latest practice in obstetrics 
and infant hygiene by short courses at the Uni- 
versity ; instruction of local public health nurses 
in hygiene of maternity and infant care with con- 
tinuous supervision of their work; instruction of 
newborn and premature nursery supervisors and 
nurses in modern techniques and standards of 
hospital practice ; instruction to mothers in simple 
principles of infant hygiene, as well as adequate 
prenatal care, by classes, pamphlets, letters, radio 
talks and personal conferences ; adequate facilities 
for care of premature infants—hospitals, incu- 
bators, trained nursery personnel, modern hos- 
pital and nursery standards and practices. There 
should be available consultation by a pediatric 
nursing consultant or pediatrician to help reduce 
infant deaths by teaching hospital nursing tech- 
niques and standards, as well as diagnosis, treat- 
ment and prevention of pediatric problems such as 
premature care, birth injuries and communicable 
diseases. 

During infancy there must be emphasis on pro- 
tection from communicable disease. During 1947 
there were twenty-five deaths from whooping 
cough under the age of one year, seventeen deaths 
from measles at all ages, and twenty deaths from 
diphtheria at all ages, with 37 per cent under the 
age of five. Too much emphasis has apparently 
been placed on preschool immunization and not 
enough on the importance of early protection, 
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U.S. BIRTH REGISTRATION AREA 


MINNESOTA 


Fig. 3. 
Area—1915-1947. 


during infancy. Most physicians insist that their 
infant patients are well protected in their prac- 
tice. Yet our studies indicate that, in general, 
considerably less than 50 per cent of the children 
are fully protected by the age of five, on entrance 
to school. Early vaccination and immunization for 
whooping cough, diphtheria, tetanus and small- 
pox are necessary and should be completed by 
the age of one, with booster doses as indicated. 
Biologics for vaccination, immunization and treat- 
ment are available on request, free of charge. 
There should be periodic examinations of infants, 
proper feeding and food habits and mental hy- 
giene with good habit training, through private 
physicians, public health nursing supervision and 
community health centers. 

The preschool child requires health protection 
and the prevention of communicable diseases by 
immunizations and vaccinations, public health 
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2 


Comparison of maternal death rate per 10,000 live births in Minnesota with those in the United States Death Registration 


nursing services in the home, establishment of 
sound nutritional food habits, good habit training 
and mental adjustment to life situations, provi- 
sions for detection of incipient disease, the cor- 
rection of physical defects and dental care. 

At the school age level, in co-operation with 
the State Department of Education and _ local 
schools, child health requires emphasis on modern 
standards and techniques for school health serv- 
ices, modern teaching material on health and 
consultation service on medical examinations made 
by local physicians. A “School Health Manual” 
jointly prepared by the State Department of Edu- 
cation and the State Department of Health was 
recently published. It has been well received by 
educational and health workers in Minnesota as 
well as in a number of other states. A nutrition 
program for the development of good-food habits 
in children, a program for the correction of de- 
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Fig. 4. Comparison of rate of ee under one year of age per 1,000 live births in Minnesota with those in the United States 


Birth Registration Area—1915-19 


fects by available community resources and in- 
service training for teachers on health is essential. 
The establishment of school health councils as a 
part of county or community health councils is im- 
portant. One special p:oblem in this age group 
must be mentioned. Accidents are the leading 
cause of death between the ages of one and fifteen, 
and an outstanding cause of disabling and per- 
manent injuries among children. Of the 1947 ac- 
cidental deaths in Minnesota in 1947, 284 oc- 
curred between birth and 15 years of age. Notwith- 
standing the work of various groups in the schools 
and elsewhere on accident prevention and safety, 
results are not significant and the death rate stays 
high. The child accident mortality rate shows a 
much smaller decline than does the rate for any 
of the other causes of death among children. A 
school educational program is being developed, 
designed (1) to recognize the accident hazards 
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confronting young children; (2) to provide and 
maintain safe conditions for the child in the home, 
school and playground ; and (3) to help the child 
to develop safe practices through proper example 
and guidance. 

Of the special studies being carried out in our 
maternal and child health program, one in partic- 
ular should be mentioned. For the past year a 
study on methemoglobinemia in infants has been 
in progress. Approximately 100 cases have been 
reported and investigated. This condition has oc- 
curred during the first three months of life in in- 
fants who were fed on diluted milk formulae, using 
water with high nitrate content, from poorly con- 
structed farm wells. The usual symptoms are leth- 
argy and cyanosis, occasionally with diarrhea, and 
the blood is chocolate colored. There have been 
ten deaths. To confirm the diagnosis we have avail- 
able an electric photometer and are prepared to 
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examine the infant’s blood for methemoglobin, on 
telephone request to our office. A brief descrip- 
tion of the occurrence, diagnosis and treatment of 
this condition was recently mailed to all physicians. 

As an evaluation of our results let us consider 
for a moment our infant and maternal mortality 
rates during the past thirty years. The maternal 
mortality rate for Minnesota in 1915 was 52.0 
per 10,000 live births; the U. S. rate was 61.0. 
In 1945 the rate for Minnesota was 14 per 10,000 
live births while the U. S. rate was 21.0. In 1947 
the rate in Minnesota dropped to 6 per 10,000 
(47 maternal deaths in 75,468 live births). The 
U. S. rate for 1947 is not yet available but our 
rate is one of the lowest, if not the lowest, rate 
in the United States. (Fig. 3). 

Our infant death rate in 1915 was 70.1 per 
1,000 live births while the U. S. rate was 99.9. In 
1945 our rate was 31.6 per 1,000 live births in 
comparison with the U. S. rate of 38.3. In 1947 


the Minnesota rate dropped to 28.6, among the 
lowest in the country. (Fig. 4). It is of interest 
to note the variation in rates by counties. One 
Minnesota county had an infant death rate of 5.1 
per 1,000 live births but other counties far ex- 
ceeded our state rate. The highest rate in 1947 
in one county was 61.6 indicating the necessity 
for special study as to cause and possible preven- 
tion. 

The stillbirth rate has decreased similarly from 
29.0 per 1,000 live births in 1915 to 17.4 in 1947. 
In comparison, the U. S. rate in 1915 was 39.4 
while in 1945 it was 23.9. 

While our maternal and infant death rates con- 
tinue to be among the lowest in the United States, 
it should be possible to reduce our infant deaths 
still further. Continued close co-operation be- 
tween physicians and the Division of Maternal 
and Child Health will result in better health for 
our mothers and children. 





FOREIGN MEDICAL GRADUATES 


(Continued from Page 141) 


Medical Boards to be held in February in Chi- 
cago. The Minnesota State Board of Medical 
Examiners is of the opinion that a committee of 
not less than four doctors make a survey of all 
the medical schools in Europe where such a survey 
will be permitted by governmental authorities, 
the committee to have at least one member from 
each of the four following groups: 


. The Federation of State Medical Boards. 


.. The Association of American Medical Col- 
leges. 


3. The United States Veterans Administra- 
tion. 
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4. The Council on Medical Education and Hos- 
pitals of the American Medical Association. 


Such a committee would then be in a position 
to make available its actual findings and recom- 
mendations to all of the state medical examining 


boards throughout the United States. A repre- 
sentative of the United States Veterans Admin- 
istration is suggested for the reason that at the 
present time a considerable number of American 
citizens who served in the Armed Forces of the 
United States are studying medicine in European 
medical schools. A large portion of this group 
will undoubtedly return to the United States de- 
siring to practice medicine. 





PREFRONTAL LOBOTOMY FOR THE RELIEF OF INTRACTABLE PAIN 


J. GRAFTON LOVE, M.D., MAGNUS C. PETERSEN, M.D., and FREDERICK P. MOERSCH, M.D. 
Rochester, Minnesota 


| fed 1936, Egas Moniz and Almeida Lima, of 

Lisbon, Portugal, reported the results which 
they obtained with prefrontal lobotomy in the 
treatment of certain mental diseases. In 1937, 
Freeman and Watts,* of Washington, D. C., re- 
ported the results which they obtained with this 
treatment in a similar group of cases. Since that 
time, prefrontal lobotomy has come to be generally 
recognized as a suitable form of treatment in 
certain types of mental illness when more con- 
servative measures have failed to produce per- 
manent results. It has been estimated by Freeman 
and Watts’ that lobotomy has been performed 
approximately 2,000 times in the United States 
since this method of treatment was introduced in 
1936. 

It is no more than natural to learn that this 
operation has been found to have some contrain- 
dications as well as indications in conditions other 
than those of mental disturbance. Many patients 
who are mentally disturbed complain severely and 
bitterly of pain, which we consider to be func- 
tional in origin, in some particular part or organ 
of the body. Since these patients have been 
relieved by prefrontal lobotomy, it was only 
natural to consider the possibility that prefrontal 
lobotomy might relieve intractable pain of organic 
origin. This has been found to be true. 

More and more often one hears of patients who 
have been relieved of intractable pain by pre- 
frontal lobotomy. Freeman and Watts,***? Pop- 
pen, Golla and others have written on the subject 
of relief of pain by prefrontal lobotomy. Davidoff 
of New York and Murray Falconer of New 
Zealand have told one of us (J. G. L.), in per- 
sonal communications, of the performance of pre- 
frontal lobotomy for intractable pain. We have 
been interested in prefrontal lobotomy in the 
treatment of mental disease for several years. 
One of us has performed this operation in cases 
of intractable pain, and a discussion of these 
cases will be presented in this paper. 

At first we were loath to advise prefrontal 
lobotomy for pain alone just as earlier we were 
hesitant about performing prefrontal lobotomy 
for psychosis. As the years have passed and 
results from prefrontal lobotomy in mental dis- 
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‘ease have been so promising we have been en 


couraged to attempt the operation for intractable 
pain. At first, the operation was used for intract- 
able pain of organic orgin associated with mental 
disease. Subsequently, prefrontal lobotomy has 
been used in the treatment of organic pain and 
“functional” pain in cases in which there was no 
psychosis. We have come to have the feeling 
that Freeman and Watts have so well expressed 
as follows: “In many cases the attitude of the 
patient toward his disease is more disabling than 
the disease itself; the fear of pain is greater than 
the pain. With prefrontal lobotomy the physician 
now has it in his power to relieve the fear, the 
anticipation and to render the illness more toler- 
able to the patient. Since this can be done without 
significant impairment of intellectual capacity, it 
would seem that prefrontal lobotomy might be a 
very considerable boon to the large number of 
patients whose lives will not be long but will 
nevertheless be made miserable by suffering.”” 

It should be added, also, that peace and happi- 
ness and concern of the family as well as the con- 
dition of the patient should be considered. Many 
of the patients suffering from intractable pain 
and particularly those who are dying of an in- 
operable malignant lesion cause a great deal of 
suffering among their friends and relatives and 
present a considerable burden because of the care 
which they must have. If their pain can be re- 
lieved by prefrontal lobotomy and their mental 
outlook on life changed to a more cheerful one, 
the problem of care during their last weeks and 
months of life is considerably lessened. 


Although prefrontal lobotomy is a relatively 
simple operation to perform and although it can 
be performed in most cases with the patient under 
local anesthesia, it should not be recommended 
nor carried out without careful and due con- 
sideration, for of course it is a destructive pro- 
cedure and the effects of the operation cannot 
be overcome; that is, the pathways which have 
been interrupted by the leukotome cannot be re- 
established. Consequently, the disadvantages as 
well as the advantages of the procedure should be 
discussed very carefully with the patient in most 
cases and with the family in all cases, so that there 
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may be no misunderstanding if the results are 
not what one would anticipate. All too often 
when a surgical procedure is recommended or 
offered to a patient and his relatives, they of 
course, being human, expect or at least hope that 
the operation will result in cure. It is necessary 
in these cases to make it plain that the operation 
is performed in an attempt to relieve the patient of 
his pain and suffering and that it cannot possibly 
result in cure of the underlying disease which 
has been producing the intractable and unbear- 
able pain. 

Not only is the relief of pain one of the pri- 
mary considerations for carrying out a prefron- 
tal lobotomy in the patient suffering from in- 
curable disease associated with severe pain, but 
the fact that when the pain or consciousness of 
pain is relieved, the use of narcotics is no longer 
necessary. Most of these patients who have been 
taking narcotics for a long time are troubled with 
constipation, indigestion and other disturbances 
of bodily functions. When the pain has been 
relieved and the use of narcotics is no longer 
necessary, the bodily functions proceed on a more 
normal basis, and this also gives peace of mind 
and comfort to the patient and to the relatives. 


The technique which we used in the cases re- 
ported is that described by one of us in 1943.° A 
grade 3 operation was performed in each case. 


Report of Cases 


Case 1—A. widow, seventy-one years of age, was re- 
ferred to a neuropsychiatric consultant at the clinic with 
a diagnosis of neuritis of an undetermined origin. The 
referring physician stated that the patient was having 
considerable pain the relief of which required large 
doses of sedatives. The patient registered at the clinic 
on July 8, 1946. She stated that on August 17, 1945, 
while sewing, she pricked her right thumb. The next 
day the thumb was swollen and red. There were vesicu- 
lar lesions on the dorsum of the right hand and outer 
surface of the right arm. These lesions spread and in- 
volved the entire right arm and forearm. She experi- 
enced very severe pain which was still present when 
she came to the clinic. She described the pain as like 
that of knives twisting in her extremity. At the time of 
onset she was confined to a hospital elsewhere for ten 
days. The vesicular lesions disappeared ; they were said 
to be those of “shingles.” 

Subsequently, the patient had a “nervous breakdown.” 
On September 1, 1945, she was hospitalized elsewhere for 
one week because of continued pain, insomnia, nervous- 
ness, anorexia and mental depression. On October 15, 
1945, she was hospitalized in a sanatorium because of 
the same complaints. She was given four electrotonic 
treatments which relieved the insomnia but had no effect 
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on the pain; her mental condition was said by‘her only 
surviving relative, a son, to have been improved greatly. 


On January 15, 1946, the pain increased. Insomnia 
developed again with mental depression. The patient 
stated that she did not want to live. She was again 
hospitalized and while in the hospital she was discovered 
out on the balcony ready to jump. On April 1, 1946, 
she was hospitalized in another sanatorium. She was 
given nine electrotonic treatments. These again gave 
her considerable relief from the insomnia, nervousness 
and depression, but the pain became worse. At the time 
the patient was admitted to the clinic, the insomnia was 
returning and she was taking large doses of sedatives. 
The patient also complained of tightness in her head 
which she described as a headache. Further, she stated 
that she felt as if there was a band around the frontal 
and occiptal regions of the head. A diagnosis of post- 
herpetic neuralgia with reactive depression was made. 

The patient’s blood pressure was 140 systolic and 80 
diastolic, expressed in millimeters of mercury. The 
general physical examination gave normal results for a 
patient of her age. A neurologic examination revealed 
that the right biceps reflex was less prompt than the left. 
The deltoid, biceps and triceps muscles on the right side 
were slightly weaker than the corresponding muscles 
on the left side. There were no other neurologic find- 
ings. 

Prefrontal lobotomy as a method of treatment both 
for the reactive depression and for the postherpetic 
neuralgia was offered the patient and her son. The 
indeterminate prognosis was carefully explained to them. 
After thinking the problem over, the patient came back 
to the neuropsychiatric consultant in a happy mood 
because we had offered something that she thought 
would be beneficial to her. The son stated that 
he wished the operation performed because he was 
afraid that if we did not operate, his mother would 
cominit suicide. On July 17, 1946, a bilateral prefron- 
tal lobotomy, grade 3, was performed with the patient 
under local infiltration anesthesia. 


The patient’s convalescence was prolonged owing to 
the fact that she showed a moderate degree of confu- 
sion after the operation, and it was necessary to restrain 
her because she could not control the bladder and 
bowel satisfactorily. The sutures were removed from 
the incisions in the skin on the fourth postoperative 
day. Up until the last week of her stay in the hospital 
she was disoriented for place, but she was well oriented 
for time and person. At the time the patient was dis- 
missed from the clinic on August 17, 1946, she had 
regained her orientation for place, the bowel and bladder 
habits were re-established, the patient no longer com- 
plained of pain and her depressed status had dramatic- 
ally disappeared. No sedative whatever was required 
after the operation. 


Case 2.—The patient first registered at the clinic on 
April 25, 1938, at which time he was forty years of age. 
His chief complaint was pain on the left side of the 
face and head. The patient stated that when he was 
eighteen years of age he had had a tonsillectomy and 
adenoidectomy to improve the hearing in his right ear. 
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He had had chronic otitis media since childhood and 
he could not hear with the left ear. While in college 
he had an appendectomy and multiple sinus and nasal 
operations. He had had the ethmoid, sphenoid, frontal 
and maxillary sinuses all operated on and all had drained 
repeatedly. A submucous resection also had been per- 
formed. 

About 1928 or 1929, he started having trouble with 
pain in his face and head. The onset of the pain 
in the left side of his face and head, which was his 
chief complaint, was in 1929. He had repeated injections 
of alcohol into various branches of the trigeminal nerve 
on the left side. He had a resection of the peripheral 
branches of the maxillary division with no relief. In 
1932, he had a resection of the sensory root of the tri- 
geminal nerve on the left side. His pain was relieved 
but he still had trouble. Then he had a radical left 
mastoidectomy. 


In 1934, the trigeminal nerve was operated on again. 
Technical difficulties were encountered apparently, and 
six weeks later the surgeon elsewhere re-entered the 
temporal area and divided some fibers, with no benefit 
to the facial pain. He had more injections of alcohol in 
1936. Later, another surgeon removed the cervical 
plexus of nerves on the left for pain, but the pain was 
unaltered. With increased pain the patient stated that he 
would faint. He never hurt himself and the syncopal 
attacks always occurred at home or under emotional 
strain. 


Neurologic examination disclosed that the left cor- 
neal reflex was absent. There was anesthesia over the 
distribution of the left trigeminal nerve. The motor 
component of the left trigeminal nerve was intact. No 
further surgical treatment was advised at that visit to 
the clinic. 


The patient returned to the clinic November 13, 1946, 
stating that his facial pain had continued after his pre- 
vious visit. In June, 1938, he had gone to another insti- 
tution and had had a left transtemporal operation. 
After’ this operation, the patient was relieved of his 
syncopal attacks but pain was unaltered. In March, 
1946, there had been a sudden onset of continuous hic- 
cough night and day. Nothing would give the patient 
relief. He had had general anesthesia on occasion in 
order to stop the hiccough. Simultaneously, bilateral 
occipital headaches developed, with radiation to the right 
facial area. He would have, on an average, three such 
attacks per week, and the attacks would last for twenty- 
four hours. The attacks would awaken the patient at 
night. They were made worse by coughing, sneezing 
and straining. 

Examination at the time of his return to -the clinic 
revealed weakness of the muscles innervated by the 
motor branch of the left fifth cranial nerve, persistence 
of corneal anesthesia and complete anesthesia in the 
region of the sensory distribution of the left fifth 
nerve. Because of chronic drainage from the right ear 
due to otitis media, a radical mastoidectomy on the 
right side was performed on November 22, 1946. This 
operation failed to give the patient relief from his pain. 
Tetraethylammonium chloride ‘was cautiously adminis- 
tred intravenously with ‘no change in the pain in the 
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patient’s face and no change in his hiccough. In fact, 
the observer felt that the hiccough may have been made 
a little worse. One of us (J.G.L.) was asked to see 
the patient regarding the performance of a bilateral pre- 
frontal lobotomy, in an attempt to relieve him of the 
distressing pain-in-the-face syndrome. It was hoped, 
also, that the operation might be beneficial in relief 
of the hiccough. Without a promise of any benefit, the 
patient was offered the procedure on an optional basis. 
He went home, considered the matter and returned re- 
questing that the operation be performed, since he con- 
tinued to have the severe pain in the face and hiccough. 


On February 3, 1947, with the patient under general 
anesthesia at his own request—usually the operation is 
performed under local anesthesia—a bilateral prefrontal 
lobotomy, grade 3, was carried out without incident. 
Although the patient had been accustomed to taking 
large doses of sedatives, he required no sedatives after 
the operation. When he was dismissed from the clinic 
on February 19, 1947, his head wounds were well healed. 
While in the hospital he experienced the development of 
a lesion characterized by extensive brawny induration of 
the left thigh which was incident to previous self- 
medication. After the lobotomy the patient experienced 
relief from the pain in the face and from the hiccough. 


Case 3—A white woman, seventy-two years of age, 
came to the clinic in May, 1947, because of burning pain 
in the bladder. Her husband had died eleven years be- 
fore from a stroke and disease of the prostate. She 
had one son living in fair health and one daughter 
living and well. At that time we got a history that 
the patient had had a severe attack of cystitis about 
forty years before. The cystitis had followed a bad 
cold. A cystoscopic examination on May 30, 1947, 
revealed only a small clear cyst in the urethra at the 
10 o’clock position. This cyst was considered of ques- 
tionable clinical significance. The rest of the general 
examination gave entirely negative results. Also neu- 
rologic examination gave negative results. The patient 
was moderately depressed. She was referred to a psy- 
chiatrist who had treated her previously. Previously she 
had been treated with electrotonic therapy elsewhere in 
a mental hospital and after two months she had felt quite 
well. Later she had been hospitalized again for three 
months, during which she had received fifteen electro- 
tonic treatments. As a result, she apparently had be- 
come well and had been able to take care of the house. 
The benefit from the electrotonic treatments had not, 
however, been sustained. 

In June, 1947, the patient began to have pain in the 
bladder, became nervous, unable to sleep and depressed 
and she felt like crying continuously. At that time, 
she requested admission to a mental hospital on volun- 
tary application; she was admitted on July 24, 1947. A 
physical examination gave essentially normal results. 
The blood pressure was 134 systolic and 80 diastolic. 
The neurologic examination showed an increase-in the 
reflexes. No abnormal reflexes were noted. The results 
of serologic examination of the blood and spinal fluid 
were normal. Mentally, the patient was depressed and 
she was very anxious to have electrotonic treatments. 
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It was the opinion of one of us (M.C.P.) that ‘such 
treatments might help temporarily, but he advised that 
a prefrontal lobotomy would be more advisable. The 
patient was very anxious to have this operation per- 
formed. She stated that life was unbearable to her the 
way she felt at that time. The patient and her son 
both requested that the operation be performed. A diag- 
nosis was made of agitated depression and indeterminate 
bladder pain, for which the patient underwent a bilateral 
grade 3 prefrontal lobotomy on August 13, 1947. 


Eight months after operation the patient had no blad- 
der pain and her agitation had completely cleared up. 


Case 4.—A white man, thirty-seven years of age, reg- 
istered at the clinic on January 29, 1945. His chief 
complaint was of pain in’ both hands for which he 
previously had had a bilateral sympathectomy. He pre- 
sented a very difficult problem. It was the opinion of a 
consultant in the section on vascular diseases that the 
pain was not on the basis of a vascular disease; he pre- 
ferred instead to classify it as a causalgia. The patient 
had been taking morphine for two years but said that he 
took it only for relief of pain; he had gone without 
morphine for as long as six days during the past month. 
The onset of his pain had been bilateral in the tips of 
the second, third, fourth and fifth fingers. 


After sympathectomy the patient obtained complete 
relief on the left side and complete relief on the right 
for a period of two months; then there was recurrence 
of pain and added trigger areas over the back of the 
elbow and the upper scapular region. There was a post- 
operative Horner’s syndrome on the right. The results 
of neurologic examination were essentially normal, ex- 
cept for some atrophy of the right suprascapular muscle. 
Cutanfous sensation in the right upper extremity could 
not be tested accurately because touching the hand would 
set off severe paroxysms of pain. A sweating test done 
with the aid of a baker on December 6, 1945, revealed 
sweating throughout the skin area of the chest, the left 
upper extremity and the left side of the face. There 
was no sweating on the right side of the face or over 
the right shoulder and the anterior surface of the right 
arm. On December 10, 1945, a bilateral cervicothoracic 
sympathetic ganglionectomy and trunk resection accord- 
ing to the Adson technique through the first rib was 
performed for the causalgia. Immediate relief of pain was 
obtained, the patient could shake hands, his skin was not 
hypersensitive and he was able to give up his sedatives. 
On December 19, 1945, a postoperative sweating test 
done with the aid of a baker revealed complete absence 
of sweating over the head, face, both extremities and 
upper part of the chest. 


The patient returned to the clinic June, 1946, stating 
that after the bilateral cervicothoracic sympathetic gan- 
glionectomy he was perfectly well for three and a half 
months. His hands were painless. They were con- 
Stantly warm and dry. He was about ready to return 
to work. At that time, however, he had an abscessed 
tooth which required extraction. After this, he began 
to have recurrence of pain and hypersensitivity of the 
distal two-thirds of the left second, third, fourth and 
fifth fingers which spread to involve the same fingers 
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of the right hand after six or eight hours. He stated 
that the only thing that would give him relief was mor- 
phine sulfate. 
































































‘Fig. 1 (Case 4). Contractures of palmar fasciae resulting in 
Dupuytren’s contracture. 














On examination, nothing special could be noted ex- 
cept that a Dupuytren’s contracture of each hand was 
developing. A sweating test performed on June 19, 
1946, revealed an absence of sweating except over a 
small area of the anterior surface of the left arm and 
along the ulnar side of the left forearm. Another 
sweating test was done July 29, 1946, and at this time 
there was definite sweating in both hands, some in both 
arms and considerable on the left forearm. At this time 
it was felt that no further nerve operation would be 
done. The patient was given a trial of treatment with 
diphenhydramine hydrochloride (benadryl) and _hista- 
mine, neither of which benefited him. He was taking, 
on an average, %4 grain of morphine four times a day. 

Since the sweating test showed that there was some 
sympathetic innervation getting through to the upper 
extremities, on August 5, 1946, a bilateral anterior ap- 
proach to the cervicothoracic sympathetic system was 
carried out. The scar tissue at the site of previous 
removal of the stellate ganglia on December 10, 1945, 
was explored carefully and the scar tissue was re- 
sected. The pathologist found, on microscopic exami- 
nation of the scar tissue, some sympathetic nerve tissue 
of a neuromatous type, and one small ganglion cell sta- 
tion was identified on the right side. After this opera- 
tion, the patient was free of pain, and sweating was 
abolished from the upper extremities again. 

However, after the patient had been at home for 
about three weeks, doing very well, the pain in the 
finger tips started again. The patient stated that the 
pain this time was worse than it had ever been. The 
pain was aggravated by changes in temperature and 
by nervousness. The pain this time was located not only 
in the fingers but in the hands. The thumbs still were 
not involved. The patient this time had rather severe con- 
tractures of the palmar fascia of both hands (Fig. 1). 
He was taking 2 to 3 grains of morphine a day. His 
wife, a registered nurse, had to dress and undress him and 
had to feed him as his hands were so sensitive that he 
was unable to do anything for himself. In spite of the 
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good care his wife was giving him, he was losing weight 
and appeared cachectic (Fig. 2). A sweating test revealed 
just the slightest amount of sweating over the palms 


Fig. 2 (Case 4). (a) Posterior view showing marked wasting 
as a result of severe pain and excessive use of opiates which 
were required for relief of pain. (b) Anterior view showing 
pinched Teles and dejected appearance. 


of each hand. It seemed to all of us who saw the 
patient that nothing short of a prefrontal lobotomy was 
likely to relieve him. The situation was discussed very 
frankly with the patient and his wife. They were told 
of the advantages and disadvantages. They both re- 
quested that the operation be performed. 

On July 16, 1947, with the patient under local anes- 
thesia, a bilateral prefrontal lobotomy, grade 3, was per- 
formed for bilateral intractable pain in the hand. After 
the bilateral prefrontal lobotomy, the patient obtained 
complete relief from his pain and required no sedation. 
A sweating test performed July 24, 1947, two days before 
dismissal, revealed the slightest amount of moisture in 
the palms of both hands. The patient was dismissed 
from the clinic on July 26, 1947, smiling (Fig. 3) and 
no longer having the appearance of dejection and de- 
pression. A letter received from the patient’s wife on 
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* difficult for her to cope with the situation. 


November 17, 1947, stated that she was having con 
siderable difficulty with the patient who presented 
behavior problem. The wife stated further that he now 
weighed 150 pounds (68 kg.) and looked wonderful bu: 
that he was having temper tantrums and that it wa 
She did 
not state whether or not it was necessary to give hin 
any sedative: She stated that at times he did have 
some pain in the right hand. Institutional care was 
recommended. 


+ Case 5—A white woman, aged fifty, had a bilateral 
prefrontal lobotomy, grade 3, on November 28, 1947, 
because of intractable pelvic and peritoneal pain, sec- 
ondary to malignant disease. This patient had under- 
gone a combined abdominoperineal resection for carci- 
noma of the lower part of the rectum on August 2, 
1943. The tumor was at the anal margin and was a 
grade 1 colloid carcinoma 3 cm. in diameter, with peri- 
rectal extension. This patient was a local person who 
had been under observation at the clinic for many years. 
At the time she was readmitted to the hospital, she was 
found to have recurrent metastatic carcinoma of the 
rectum with perineal and pelvic masses and some full- 
ness of the liver. She was suffering from excruciating 
pain which required 7s grain of dilaudid (dihydromor- 
phinone hydrochloride) every two hours. Radium ther- 
apy had failed to control her pain. One consultant 
made a note that all manner of sedatives had been 
given without particular effect. He recommended a trial 
of large amounts of vitamin C, 500 mg. a day, and the 
use of cobra venom. Among the sedatives and narotics 
used were dilaudid, pantopon, demerol hydrochloride 
(merperidine hydrochloride), morphine and codeine. 
Each in turn seemed to lose its effect within a short 
time. 


In an attempt to relieve this patient of her pelvic 
and perineal pain, diagnostic and therapeutic injections 
of metycaine hydrochtoride and dolamine were given. 
Injections were given paravertebrally and into the sacral 
canal. The relief obtained from the use of dolamine 
was of relatively short duration. Finally, because the 
patient could not eat, was suffering from constipation, 
was vomiting and was experiencing severe pain which 
could not be controlled with usual narcotics, a prefrontal 
lobotomy was considered as a palliative procedure to 
relieve her of her pain, particularly because she had 
become so depressed that she was considering self- 
destruction in order to get relief. 


On November 28, 1947, with the patient under gen- 
eral anesthesia produced by pentothal sodium (sodium 
5-ethyl-5-(1-methylbutyl)thiobarbiturate) given intra- 
venously, a grade 3 bilateral prefrontal lobotomy was 
performed without incident. After the operation the 
patient was free of pain, she could eat without nausea 
and vomiting and her bowels began to move normally; 
in fact, a diarrhea which necessitated the administration 
of codeine developed. Her expression changed from 
one of depression to one of happiness. She took an 
interest in current affairs and liked to visit with many 
of the staff whom she had known very well. For 
thirteen days following the operation, she was free of 
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pain and required no sedative. On the evening of the 
thirteenth postoperative day, after an uneventful con- 
valescence and after advice that she could go home, she 
became upset and it was necessary to institute. sedative 
therapy. This upset occurred because the situation at 
her home was such that she could not return there. 
The patient continued to receive relatively small doses 
of an effective sedative until her death sixty-one days 
after prefrontal lobotomy. During the time she was in 
possession of her faculties, she took care of herself and 
enjoyed visits from the doctors and her friends. An 
interesting postmortem finding in addition to the wide- 
spread carcinoma was a large duodenal ulcer which had 
perforated onto the anterior abdominal wall and which 
had not been recognized during life. 


In addition to the five cases which we have re- 
ported in more or less. detail, we have had four 
other patients that underwent bilateral prefrontal 
lobotomy for intractable pain. 


Case 6.—One man, aged thirty-three, had bilateral pre- 
frontal lobotomy because of the excruciating pain of 
diabetic neuritis. This man had lost his vision because 
of diabetic retinitis and, as a result, attempted to take 
his life by slashing his wrist. This patient’s diabetes 
could not be controlled, and he died several weeks after 
operation. It is questionable if anything worth while 
was accomplished for him. 


Case 7—A man, aged fifty-five, who had experienced 
a cerebrovascular acciderit and who was troubled with 
severe and disabling headache underwent prefrontal lo- 
botomy for the headache because his wife and daughter 
felt that he would commit suicide if no treatment were 
given. After the operation, he was much happier and had 
little distress, but he became difficult to handle. He be- 
came definitely antagonistic and abusive; this condition 
was present prior to his coming to the clinic, but we had 
not known of it. He was relieved completely of his 
headache after the operation. 


Case 8—A woman, aged seventy, had become in- 
capacitated for her duties as a teacher because of pain 
in the anesthetic area of the right fifth cranial nerve 
and at the site of craniotomy for division of the posterior 
root of the trigeminal nerve for trigeminal neuralgia. 
The patient not only could not concentrate, but she was 
making life miserable for those people around her. 
Bilateral prefrontal lobotomy relieved her of pain; she 
then could smile and enjoy life whereas she had had 
the appearance of abject depression before operation. 


Case 9—A white woman, seventy-three years of age, 
With extensive and marked arteriosclerosis who was 
bedridden and addicted to the use of narcotics because 
of intractable bilateral sciatic pain secondary to spinal 
arthritis of many years’ standing was completely relieved 
of her pain after bilateral prefrontal lobotomy. How- 
ever, two weeks postoperatively and several days after 
she had been told she could leave the hospital, a throm- 
bosis of the left middle cerebral artery developed and 
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the patient died. This diagnosis was proved at post- 
mortem examination. The subcortical incisions in the 
brain were in good condition. 












































Fig. 3 (Case 4). Postoperative appearance. Remarkable — 4 
in facial expression has occurred after relief of the intractable 
pain. The lobotomy incisions are scarcely visible ten days after 
operation when this picture was made. 























Summary and Conclusions 











Nine patients suffering from intractable and 
uncontrollable pain in various parts of the body 
were subjected to bilateral prefrontal lobotomy. 
In four cases the pain was on an organic basis ; in 
the remaining five cases, no organic cause could be 
found for the pain. 















































In six cases the relief of pain was remarkable 
and was considered satisfactory. The results in 
one patient with severe diabetes who succumbed to 
his illness cannot be adequately evaluated. One 
patient (Case 4) was completely relieved for a 
time, but he subsequently presented a behavior 
problem. The other patient was under observation 
in a mental hospital at this writing ; the headache 
for which the operation had been performed was 
less troublesome, but he presented a problem in 
management. 
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THE EMERGENT CARE OF CRANIO-CEREBRAL INJURIES 


WALLACE P. RITCHIE, M.D. 
Saint Paul, Minnesota 


F ORTUNATELY, the majority of people who 

have suffered a head injury recover, regard- 
less of the treatment instituted. On the other 
hand, there is a small group which will recover 
only by the evacuation of an intracranial clot, and 
another small group which will recover only be- 
cause of the judicious use of a very few principles 
of general treatment. 

Unfortunately, there is not yet a full and 
proper understanding of all the entities which go 
to make up the clinical picture of craniocerebral 
trauma. Our treatment in many instances is em- 
pirical. There has been, however, a great deal 
of experimental work performed in the last ten 
years which has aided in this proper under- 
standing. Although the application of these ex- 
perimental results is often difficult in the treat- 
ment of these cases, it will be well to mention 
briefly the more significant developments. 

Experimental head injuries have given us a 
realization of the far-reaching effects of force 
transmitted to the brain. Gurdjian and Webster* 
show that certain changes take place. The most 
important of these are deformation of the skull 
(inbending and outbending), a sudden and mo- 
mentary rise in intracranial pressure at the time 
of injury, mass movements of the brain, and 
injury to the brain by transmitted energy unasso- 
ciated with increased intracranial pressure. 

Denny-Brown and Russel? first showed the im- 
portance of acceleration and deceleration of the 
brain in the development of brain injury. Since 
then, there have been numerous studies showing 
the mechanism of coup and contrecoup damage, 
the effects of torsion and fractures of the skull. 
There is evidence that a fracture of the skull may 
have some positive value, in that some of the 
force is dispersed which might otherwise be trans- 
mitted to the brain. 

The physiological basis of concussion is still 
under dispute. From a clinical point of view, the 
differentiation of pure concussion from actual 
brain damage would be of great value. Walker® 
gives evidence that pure cerebral concussion may 
be a sudden cerebral excitation (due to traumatic 


Read at the annual meeting of the Minnesota State Medical 
Association, Minneapolis, Minnesota, June 7, 1948. 
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depolarization of the neuronal membrane) fol- 
lowed by a stage of depressed activity—so-called 
“extinction.” This is similar to the state following 
epileptiform seizure, spontaneous or induced. He 
also states that unconsciousness lasting longer 
than fifteen to twenty minutes is probably asso- 
ciated with actual brain damage. 

The role of brain edema is also, as yet, an 
unsettled question. From the evidence available, 
it is probable that patients do not die from brain 
edema alone. That there is a vasoparalysis fol- 
lowing trauma, with slowing of the blood flow, 
associated with increased permeability of the ves- 
sels and a localized transudation of fluid is well 
demonstrated by Schenker and Evans.” 

Windle” has shown that there was only a slight 
increase in the water content of the brain after 
concussion and that cellular changes were not 
due to this, but to the initial injury. Whether the 
inereased pressure in the cranial cavity is due to 
actual edema or whether it be due to increased 
blood or spinal fluid content is not definitely 
known. At least one fact is quite well settled. 
Bragdon’ has demonstrated that there is little 
justification for the routine use of dehydrating 
agents in head injuries, as the results are not 
only unpredictable but temporary. The consensus 
of present-day opinion supports him. 

There is, however, some justification for the 
use of spinal fluid drainage in the reduction of in- 
creased intracranial pressure. This will be dis- 
cussed at a later point. 


When one considers that the brain shows great 
respiratory activity as evidenced by the low oxy- 
gen content of the venous blood, the importance 
of an adequate oxygen supply is self-evident. 
Although the oxygen content of the brain has 
been found unaltered after trauma except in 
contused areas, where it is low (Stone et al’), 


the brain cannot stand an oxygen deficit. “Where- 
as breathing of oxygen causes mild vasoconstric- 
tion, the addition of carbon monoxide to the in- 
haled mixture improves cerebral flow and post- 
pones loss of consciousness” (Grennell and 
Hoff*). 


The importance of glucose is evident, when one 
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realizes that glucose is the substance of prime 
importance for cerebral oxidation. As there is 
no storage of glucose in the brain, its glucose 
needs must be met by the blood. 


Diagnosis 

If one realizes that aside from lacerations of 
the scalp and depressed fractures of the skull, 
the only entity which needs emergent care is a 
rapidly increasing intracranial hemorrhage, it 
becomes very evident that the recognition of this 
hemorrhage is the most important single feature 
in the early diagnosis of head injuries. Concus- 
sion, lacerations, contusions, and petechial hemor- 
rhage of the brain, if present, are not amen- 
able to any special treatment except supportive, 
and so-called edema may be somewhat affected by 
certain methods of treatment, but edema by 
itself is not an emergency. 


Fortunately, the percentage of injuries which 
have surgical hematomas is small, but this is the 
group of cases in which there is not the slight- 
est doubt that the proper surgical treatment will 
effect a favorable outcome. 

Increased intracranial pressure is the one con- 
stant entity in intracranial hemorrhage. The rec- 
ognition of increased intracranial pressure is 
therefore paramount. 

There are four methods of determining the 
status of the pressure in the cranial vault: 


(a) By observation of the patient. 

(b) By observation of certain physiological 
signs. 

(c) By spinal manometer readings. 

(d) By eyeground examination. 


Observation of the Patient—There are few 
injuries in which repeated examinations are so 
necessary. An often quoted phrase is that “if 
they die within six or eight hours, nothing could 
have been accomplished anyway.” This is a dan- 
gerous phrase, as many patients with extradural 
hemorrhages will die if not operated upon within 
the first six hours. In general, the symptoms of 
increasing pressure are increasing headache, oc- 
casional vomiting and increasing stupor. The last 
is the most important and the most difficult to 
evaluate. Frequently, patients are unconscious 
from the effects of concussion, contusion, or lacer- 
ation of the brain. The depth of the stupor can 
be ascertained by the comparison of the response 
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to a noxious stimulus (such as pressure behind 
the angle of the jaw, or supraorbital pressure at 
repeated intervals). A lessened response means 


a deeper grade of stupor. A lucid interval is by 


no means present in all cases of intracranial hem- 
orrhage. 


At the same time, evidence of localizing signs, 
such as paralysis, increased reflexes, positive 
Babinski signs, must be recognized. 


Observation of Physiological Signs.—Normally, 
the intracranial pressure is slightly lower than 
the arterial pressure. If the intracranial pressure 
becomes greater than the arterial pressure, anemia 
of the brain develops. The anemic condition of 
the medulla stimulates the cardio-inhibitory cen- 
ter, which slows the heart beat, and at the same 
time the vasomotor center is stimulated so that 
there is a general vasoconstriction which raises the 
blood pressure, and thus cerebral circulation is 
re-established. Every case of rapidly increasing 
pressure will at some time show a high blood 
pressure and slow pulse unless, of course, there 
is shocking hemorrhage elsewhere. After a crit- 
ical point, when the pressure in the skull is too 
great for this compensatory mechanism, there will 
be a fall in blood pressure and elevation of pulse 
with respiratory paralysis. Not infrequently, the 
stage of compensation may have occurred before 
examination by the physician. Blood pressure and 
pulse recordings should be made every fifteen to 
twenty minutes. 


Spinal Manometer Readings.—Spinal puncture 
in the treatment of head injuries is a much dis- 
cussed problem. There is no question but that 
intracranial pressure can be reduced temporarily 
by this means, but if an intracerebral clot is 
present, what is the use of drainage which will not 
avert the hemorrhage and may only cover up 
the important signs which lead us to the diag- 
nosis? In the acute phase of the injury, we 
are interested only in determining whether there 
is a hematoma that must be evacuated. Asa rule, 
the observation of the state of consciousness of 
the patient and the observation of the blood pres- 
sure and pulse will give us ample evidence in 
the acute extradural or subdural hemorrhage. 
Frequently, however, a patient fails to respond 
in twenty-four hours, the pulse and pressure and 
state of consciousness has varied little, and the 
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patient may be developing a slowly increasing clot 


or edema. It is in these instances that a spinal 
puncture is performed as a diagnostic and not a 
therapeutic measure. One should not do a spinal 
puncture without measuring the pressure by 
manometive means. 


Eyeground Examination.—This last method of 
determining increased intracranial pressure is of 
least importance in the treatment of acute in- 
juries. In the first place, it is several days before 
it appears, and it takes a practiced eye to deter- 
mine early changes. However, when it is pres- 
ent, it is of great importance, and therefore fre- 
quent examinations should be made. 

X-ray in the diagnosis is only important if a 
depressed fracture is suspected, or if an explora- 
tion for hemorrhage is contemplated. This latter 
is mentioned, because occasionally in cases with 
an extradural hemorrhage the bleeding occurs at 
the point where the fracture line crosses a main 
branch of the middle meningeal artery, and a 
trephine over that point may be all that is neces- 
sary for evacuating the clot, and controlling the 
bleeding point. 

Encephalography and _ ventriculography are 
rarely, if ever, used in the diagnosis of acute in- 
juries. It has a definite place, however, in the 
diagnosis of the late sequelae, such as late sub- 
dural hematoma, cysts, and brain atrophy. 

Electro-encephalograms are not as yet practical ; 
however, they will undoubtedly prove of value 
in that the persistence of abnormal findings may 
prognosticate future trouble.® 


Treatment 
If one could be assured that no surgical hema- 
toma were present, the emergency care of trauma 
to the head in the majority of instances would be 
a matter of supportive treatment. 


General Supportive Measures—tThe relative 
importance of the cranial injury to other injuries 
that may be present is often difficult to determine. 
There is no condition more emergent than a 
rapidly increasing intracranial hemorrhage, except 
a shocking hemorrhage elsewhere or possibly a 
sucking wound of the chest. After the general 
state of the patient is determined and a plan of 
action for care of fractures, lacerations, and in- 
ternal injuries is made, supportive and watchful 
care is carried out, with special attention to 
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changes in blood pressure, pulse, depth of stupor, 
and neurological changes. 

An adequate airway is of paramount impor- 
tance, as the effects of an oxygen deficit in the 
brain are far reaching. The removal of oro- 
tracheal and bronchial secretions in a patient who 
has lost his cough reflex is vitally important. 
An intratracheal tube or even a tracheotomy may 
be in order in selected patients. A strict order for 
nothing by mouth until the patient is well awake 
will lessen the chance of the all too frequent as- 
piration pneumonia. 

Adequate nutrition is essential. So much at- 
tention has been paid to dehydrating agents that 
harm is done by overzealous efforts in this regard. 
As a rule, little attention is given to the admin- 
istration of fluids in the first twenty-four hours. 
After this, at least 2,000 c.c. of fluid is admin- 
istered, and if the patient fails to respond by 
seventy-two hours, sufficient caloric intake and 
fluid, either by gastric tube or parenterally, is 
given to assure adequate nutrition. 


Care of Individual Entities. — 

(1) Scalp wounds.—The only comment neces- 
sary is that an infected scalp wound is a serious 
defeat for the attending surgeon. 

(2) Depressed fracture—As a rule all de- 
pressed fractures should be elevated. Except 
where the dura has been punctured the elevation 
of a depressed fracture is not an emergent pro- 
cedure. 

(3) Intracranial hemerrhage.—A trephine over 
the point where the fracture line crosses a large 
branch of the middle meningeal artery on the sus- 
pected side may reveal not only the hemorrhage 
but the point of bleeding. The clot is sucked 
away, and a clip or silk suture closes the artery. 
If the bleeding persists from another point, as 
much bone may be rongeured away as necessary. 
Cranial defects can always be repaired. 


If the clot is subdural, it is sucked away and 
the area washed with warm saline until bleeding 
is controlled. 


If there is doubt in regard to the control of 
bleeding, a drain can be inserted, the wound 
closed, and then the patient can be transported or 
neurosurgical consultation be obtained. 

The rapidity of onset of extradural hemor- 
rhages and acute subdural hemorrhages often 
make neurosurgical consultation impossible and in 
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these instances a life-saving trephine must be 
made by the general surgeon of the community. 
The late subdural hematoma does not come in 
the province of emergency surgery, and inasmuch 
as it often requires extensive craniotomies, it 
should be taken care of by one specially trained. 


Brain Swelling—Edema.—That there is a mod- 
erate increase in intracranial pressure after trau- 
ma is evident: Whether this is due to actual 
tissue edema or increased cerebrospinal fluid or 
blood is still debatable, as evidenced by those 
schools which advocate extreme dehydration, no 
dehydration, frequent spinal punctures, and no 
spinal punctures, 

It is well to remember that patients do not die 
from this cause alone. 

It has been shown that there are no hypertonic 
solutions which give more than a temporary de- 
crease of intracranial pressure. 

Munro® has been the persistent advocate of re- 
peated spinal punctures. It is of value if one 
is assured that there is no surgical hematoma 
whose presence will be masked by the repeated 
lowering of spinal fluid pressure. Its use should 
be limited to the patient who has not shown any 
of the physiological signs of intracranial pressure 
or localizing signs of a hematoma and who has 
failed to respond in the first twenty-four hours, 
and in whom the spinal fluid pressure is elevated. 
A spinal puncture every six to twelve hours may 
be indicated. Enough fluid is removed to bring 
the pressure to normal. 

The danger of masking a subdural hematoma 
by this method cannot be overestimated. If the 
pressure remains over the upper limits of normal 


INJURIES—RITCHIE 


(usually over 200) after repeated punctures for 
three or four days and the patient fails to 
arouse from his stupor, multiple trephines must 
seriously be considered. 


Posttraumatic Care 

The care of the posttraumatic sequelae is not 
a part of this program. Suffice it to say that 
early ambulation and minimizing the effects of 
concussion, fracture of the skull, vertigo and head- 
ache will lessen the number of those cases which 
are so difficult to treat—the so-called posttrau- 
matic neuroses. 


Summary 
The emergent care of head injuries is, as a rule, 
supportive, except when a rapidly increasing 
intracranial hemorrhage is present. The early 
diagnosis of this hemorrhage and its evacuation 
is by far the most important active role that the 
physician is called upon to play in these cases. 
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PREFRONTAL LOBOTOMY 
(Continued from Page 153) 


It is our opinion that the operation of pre- 
frontal lobotomy is justified and indicated in 
certain carefully selected patients who are suffer- 
ing from intractable pain, whether of organic or 
functional type, when less radical measures fail 
to give relief. 
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TOXEMIAS OF PREGNANCY 


WILLIAM B. STROMME, M.D., F.A.C.S. 
Minneapolis, Minnesota 


< Y HE TOXEMIAS of pregnancy have become 
one of the most important matters we handle 
in practicing obstetrics. As a group they occur 
in about 10 per cent of all pregnancies and are 
a major cause of maternal as well as fetal disas- 
ter. As a preface for this survey it may be well 
to discuss some pertinent statistics. 

According to the latest United States Bureau of 
Census report, the toxemias constitute today 
some 26 per cent of all maternal deaths. In our 
own state we are doing better, not only on a 
total maternal mortality figure, but on the rela- 
tive percentage of toxemias as well. And, more 
important, as the years go by, we are bettering 
ourselves. Remarkable strides have been made 
in Minnesota in bringing the maternal mortality 
rate of 5.8/1000 in 1924 to but 0.6/1000 in 1947. 
Obviously much of this gain, or increase salvage 
rate, has been due to the discovery and use of 
sulfonamides and antibiotics in combating puer- 
peral infection, and to the more generous use of 
blood and plasma in the treatment of hemorrhage. 

Our interest in this presentation centers around 
the toxemias: what we are doing and what can 
be done. Again from a statistical point of view, 
the percentage component of maternal deaths due 
to toxemia has, with the exception only of the 
last few years, shown little reduction from the 
figure of 22 per cent in 1922. Total deaths per 
year from toxemias have shown a steady decline. 
In a recent twelve-month survey by our State 
Board of Health, fifteen cases of maternal death 
from toxemia were carefully studied. Some in- 
teresting facts were disclosed. All but two of 
these deaths were preventable, either on the part 
of the physician, the patient, or both. Inadequate 
prenatal care, radical and unsuited methods of 
delivery, improper anesthesia, and faulty post- 
partum care were found contributing factors. 

Considerable advances have been made even 
since 1942. In 1946 there were 67,303 live births 
in the state with sixty-nine deaths, giving a ma- 
ternal mortality rate of 1/1000. In 1947 there 
were 75,467 deliveries withfewer deaths (only 
forty-seven), giving an extremely low rate of 
0.6/1000 live births. Three toxemia deaths oc- 
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curred in 1946 and only two deaths were attrib- 
uted to this cause last year. In Renville County 
in 1946 there were eighty-nine deliveries with 
no maternal deaths, and in 1947 there were 
sixty-seven deliveries with no deaths. 


From the foregoing it might almost seem that 
a discussion of toxemias is unneeded, particularly 
in Renville County. However, in view of the 
general importance of the disease group, I should 
like to present a brief discussion of the various 
toxemias, emphasizing in each the diagnosis and 
practical methods of treatment. 


A uniform classification of the toxemias has 
been established by the American Committee on 
Maternal Health. It is the one we employ and 
probably the one which is most familiar : 


Vomiting of Pregnancy (and Pernicious Vomiting) 
Acute Yellow Atrophy 

Hypertensive Disease 

Renal Disease 

Mild Pre-eclampsia 

Severe Pre-eclampsia 

Eclampsia 

(Unclassified) 

(Superimposed toxemias) 


The occurrence of toxemias is unquestionably 
lessening. Ten years ago at the New York Ly- 
ing-In Hospital it was approximately 10 per cent. 
Last year that figure was 5.43 per cent. Logical 
explanation, of course, can be given in improved 
prenatal care and diet; probably other, as yet 
unknown, factors also have contributed. The 
percentage of toxemias last year at the New York 
Lying-In Hospital was as follows: 


Per Cent 
Pernicious Vomiting 
Acute Yellow Atrophy 
Hypertensive Disease 
Renal Disease 
Mild Pre-eclampsia 
Severe Pre-eclampsia 
Eclampsia 
Unclassified 


During the past decade there has been little 
change in this picture excepting that more of the 
formerly termed “nephritic toxemias” are now 
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classified under “mild pre-eclampsia”; and that 
eclampsia has become less common, due evidently 
to better care of the pre-eclamptic patient. 


Vomiting of Pregnancy 

So-called “morning sickness” (and as often it 
is “afternoon sickness”) occurs in at least 50 per 
cent of all pregnancies. Its development, when 
on a toxic basis, is limited almost entirely to the 
first trimester. It is the garden variety and 
nearly always benign. As such it should be dis- 
tinguished from the rare but often malignant type, 
properly termed “pernicious vomiting of preg- 
nancy” or “hyperemesis gravidarum.” 

Three etiologic factors have been taught for 
the past forty years: (1) reflex; (2) neurotic; 
and (3) toxemia. Present-day concepts largely 
exclude the first of this list. There is still diver- 
sity of opinion, however, as to the importance of 
the second. While Stander, an authority in this 
field, believed that practically all are on a toxic 
basis, many of us practicing obstetrics believe 
the neurotic factor to be equally important. 
Disturbed metabolic processes and possibly also 
hormonal upsets would seem to play a part. 

The well known symptoms are those of vomit- 


ing and its sequelae: dehydration, starvation, lass- 


itude, polyneuritis and others. 
vomiting these 


In pernicious 
symptoms become very pro- 
nounced and may progress—at times most rap- 
idly—to: coffee ground vomitus from gastric 
hemorrhage, marked dehydration, jaundice, coma, 
and even death. 

Diagnosis of vomiting of pregnancy usually 
presents no problem, since it is largely confined 
to the first three months and nearly always re- 
sponds to proper management. It is important, 
however, to differentiate this condition from other 
causes of vomiting in pregnancy, for example: 
gastric irritation from pressure of the gravid 
uterus, peptic ulcer, and diaphragmatic hernia. 

Severe vomiting may even lead to death and 
consequently it is important to watch for evidence 
of the serious symptoms enumerated. A study 
of the eyegrounds in the pernicious vomiter shows 
at times variable degrees of hemorrhage. The 
blood chemistries may be altered with pulse and 
temperature elevation. Determination of urine 
acetone by the simple sodium nitroprusside test 
will point the need for close observation of all 
such patients with positive test. I personally 
find it helpful in deciding which patients are in 
need of hospitalization. 
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Recommended treatment is as follows: For 
those with mild symptoms, first eliminate fatty 
and highly seasoned foods, coffee, raw fruits, 
raw vegetables, and milk. I further recommend 
five rather than three meals a day; or snacks be- 
tween meals, preferably crackers, toast or cookies. 


Others 


Toxemia 


26% 


U. S. Registration Area Minnesota 


Primary Causes of Maternal Death 


A mild sedative such as phenobarbital is usually 
prescribed. Along with such advice it is well 
to encourage the patient and reassure her that the 
condition is self-limited and will respond to treat- 
ment. 

Where the condition is more than bothersome, 
the administration of large doses of thiamine and 
pyridoxine has been of decided help to many, but 
unfortunately not all, patients. Intravenous and 
intramuscular injection is. definitely superior to 
the oral route. We recommend at least 50 mg. 
of each per injection, and do not hesitate re- 
peating injections every few days if there is 
beneficial response. Several oral preparations 
are available, though vitamin potency is com- 
paratively low. Occasionally the addition of par- 
enteral ascorbic acid and liver extract will aid in 
response. 

In those requiring hospitalization the following 
routine is suggested : 


Until vomiting ceases: 


Nothing by mouth for an additional twelve hours 
after vomiting ceases. Three thousand c.c. of 5 
or 10 per cent glucose given parenterally each day, 
2,000 c.c. of which to be glucose in saline. 

Parenteral thiamine, pyridoxine and ascorbic acid. 

Complete isolation from all visitors and ‘relatives; 
single room; and strict bed rest. 

Reassurance from the doctor and nurse. 


After vomiting ceases: 


Ist day: Dry and frequent feedings consisting of 
toast, baked potatoes, crackers, etc. 
Parenteral fluids. 
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2nd day: Same dry diet of five meals between which 
patient may have small amounts of tea and carbo- 
nated beverages. 

3rd day: Full diet. 
May be allowed up. 


The unusually stubborn case will require more 
effective measures, including gastric lavage and 
subcutaneous fluids with long needles. For that 
rare case where serious pernicious vomiting oc- 
curs, it may be necessary to abort the patient te 
save her life. At the New York Lying-In Hospi- 
tal in the past fourteen years only six such abor- 
tions were required of 59,000 obstecric patients 
seen. 


Acute Yellow Atrophy 

This rare toxemia is not exclusively one of 
pregnancy, or of women. It is characterized by 
jaundice, drowsiness, headache, vomiting, diar- 
rhea, delirium or coma. It may occur at any 
time during pregnancy, and leads rapidly to death 
in many instances (30 per cent mortality). The 
picture is one of severe liver damage both from 
clinical and pathological viewpoints. 

Etiology of the toxemia in some cases can be 
established on the basis of liver poisoning. In 
others no specific factor is known although there 
may be contributing circumstances such as syphi- 
lis, chronic passive congestion, and cirrhosis of 
the liver. 

The disease is usually sudden in onset, quickly 
presenting jaundice, lethargy, markedly toxic 
symptoms and convulsions. At first the liver 
may be palpable and tender, then gradually shrinks 
in size. Albuminuria is present. Diagnosis is 
made on this clinical picture, history of poison- 
ing, a high icteric index and a positive Van den 
Bergh test. It may be confused with toxic vom- 
iting and eclampsia. 

Treatment should be directed in a general way 
to combat the toxemia and specifically to support 
and aid the liver. The patient should be hospi- 
talized and should receive 500 c.c. of 20 per cent 
glucose intravenously four times a day. Recent 
advances indicate the wisdom of administering 
intravenous amino acids to fortify the liver, and 
molar lactate solution in 500 c.c. amounts as 
needed to maintain acid-base equilibrium. 


Hypertensive Disease 


Hypertensive cardiovascular disease is not a 
true toxemia, but is so classified because it is 
often first recognized in pregnancy and may be 
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confused with the pre-eclamptic, eclamptic toxe- 
mias, as well as with renal disease. According 
to Volhardt and Fahr two groups are found, 
benign and malignant. More recent workers have 
divided the condition into four classes. From a 
practical standpoint, however, it is important for 
us in the handling of an individual case, or cases, 
to be able to differentiate the non-progressive 
benign, from the progressive or malignant type. 

A discussion of etiology as well.as experimen- 
tal work on this subject alone would be a major 
enterprise and is without the scope of this paper. 
Briefly, however, it may be said that the popu- 
lar theory of renal ischemia liberating renin as an 
initiating factor of hypertension, is open to seri- 
ous doubt. According to Goldring and Chassis, 
the fundamental factor is an increase in total 
effective peripheral resistance due at first to re- 
versible arteriolar spasm; later the arteriolar 
changes become permanent. The renal ischemia 
noted in these patients appears, to these authors, 
to be the sequelae and not the cause of the 
hypertension. 

Attention should be given to a careful recent 
study by Chesley and associates at the Margaret 
Hague Hospital in Jersey City. They found, 
and quite contrary to the generally stated opin- 
ion, that repeated pregnancies in hypertensive pa- 
tients do not increase their expected annual death 
rate (which incidentally is unusually high any- 
way, i.e., six times the expected death rate of 
normal women!) They also discovered that where 
pre-eclampsia is superimposed on the hyperten- 
sive patient, the maternal death rate increases the 
patient’s risk tenfold. 

Hypertensive disease may, of course, precede 
the pregnancy or first become manifest during 
pregnancy. A history of previous hypertension 
is often elicited and is very helpful in estab- 
lishing the diagnosis. As a so-called toxemia, it 
is not limited to any one period of gestation, but 
will..likely be present by the second if not the 
first trimester. Its symptoms are well known. 
Blood pressure values are often in the neighbor- 
hood of 150-160/90-100; but may be consider- 
ably higher. There is little or no accompanying 
edema and urine tests are clear for protein. If 
further diagnostic work is required, renal func- 
tion tests will show normal values, except in the 
far advanced cases with secondary renal involve- 
ment. Blood chemistries will likewise be nor- 
mal. In this toxemia considerable help will be 
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found in ophthalmoscopic eyeground studies, 
where even early hypertension will evidence some 
arteriolar spasm. Later in the disease, perma- 
nent vascular changes are seen. MHallum re- 
ported that, “The degree of eyeground changes 
more closely follows the severity of hypertension 
and consequently the toxemia than any other 
sign.” 

Treatment is largely that of medical manage- 
ment of the non-pregnant hypertensive patient. 
The general tried and true measures are the best, 
namely ; rest, sedation, restriction of activity, and 
a quiet well regulated life. Thiocyanate treat- 
ment in pregnancy has been without much suc- 
cess. Surgical procedures are not advisable dur- 
ing pregnancy, but may be considered post- 
partum. 

Concerning the problem of obstetric manage- 
ment of the hypertensive patient, she must be 
observed more frequently and more critically 
throughout pregnancy. At times hospitalized rest 
may be required. Sedation should be generously 
given during labor, yet not to retard or prolong 
it. Delivery by forceps is desirable as soon as full 
dilatation of the cervix is reached to prevent the 
extra effort of the second stage. Anesthetic of 
choice is local pudendal block type. 

One may be faced with a decision as to 
interruption of the pregnancy. Hypertensive dis- 
ease alone is not enough. However, if there is 
evidence indicative of severe hypertension then 
one may justifiably recommend termination. Cer- 
tainly with impending pre-eclampsia such. indica- 
tion is undisputed. 


Renal Disease 

Formerly termed “nephritic toxemia,” it is in 
many respects like the hypertensive disease and 
not really toxemia at all. Renal disease compli- 
cating pregnancy is commonly grouped herein 
because of many similarities with the “true tox- 
emias.” It is a heterogenous composite of three 
divisions: (1) glomerulonephritis; (2) renal ar- 
teriolosclerosis, and (3) tubular nephrosis. The 
background of each of these is different and is 
well known. From a practical standpoint, the 
majority of obstetric patients with renal disease 
fall into the arteriolosclerotic or nephrosclerotic 
type. As with hypertensive disease, history of 
Previous renal disease may help to point to the 
diagnosis. It may occur in either the first, sec- 
ond, or third trimester. It usually begins insid- 
iously with albuminaria, not much else. The 
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urine will often contain casts as well. 
or later, hypertension will be present. Edema 
may become marked, particularly with the ne- 
phrotic types. Symptoms are those of lassitude, 
headache, dizziness and visual disturbances. 
When the disease is mild the patient may not pre- 
sent any symptoms, but the one important lead 
is albuminuria. And this, incidentally, should 
always be differentiated from that of pyeloureteri- 
tis by microscopic study. In the severe types, 
urine output falls and with it there is retention 
of nitrogenous products and symptoms of uremia. 


Where the story and office findings are not 
conclusive, it is important in view of the bad 
prognosis to hospitalize the patient for renal 
function tests. While inulin and diodrast clear- 
ance tests are more sensitive, the old standbys, 
concentration and dilution, P.S.P. tests, blood 
urea nitrogen and blood uric acid, will prove 
reliable in differentiating this condition from the 
so-called “true toxemias.” Of further aid is 
the use of the ophthalmoscope, finding in estab- 
lished cases of renal disease the retinal hem- 
orrhages and old areas of fibrosis and scar. 


The prognosis of renal disease is bad; both 
the maternal mortality rate and fetal mortality 
rate are high. There may be intrauterine fetal 
death or premature delivery. .Explanation has 
been given in the frequent large placental “in- 
farcts” supposedly restricting nutrition and oxy- 
gen to the fetus. However, other unknown toxic 
factors seemingly play a role. 


Sooner 


Treatment is in the main the medical treatment 
of renal disease per se, with restriction of fluids 
and salt plus the use of mercurial diuretics in 
the severely ill patient. For those in whom the 
disease is not far advanced and without uremia, 
there is a trend today toward a moderate fluid 
intake and no restriction of protein with but 
moderate limitation of salt. As in the treatment 
of the hypertensive patient, of equal importance 
is the well managed orderly life. 

From the obstetrician’s consideration, since the 
prognosis is poor for both mother and child, one 
should not hesitate in terminating the pregnancy 
at any time in the more serious chronic nephritic 
patient. Where allowed to continue, obstetric 
management is essentially the same as stated 
under hypertensive disease. Under certain cir- 
cumstances, cesarean section before term when 
the fetus is viable may be performed in the inter- 
est of the baby in view of the high intrauterine 
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death rate. Postpartum sterilization should be 
wisely considered. 


Mild Pre-Eclampsia 

This toxemia, formerly called “low reserve 
kidney,” is the mildest form of the true toxemias 
and the most common. It is characterized by a 
mild rise in blood pressure up to 160/100, 
slight albuminuria, slight edema, and abnormal 
gain in weight. The toxemia is limited to the 
third trimester. Its symptoms are correspond- 
ingly mild or absent. Its beginning is typically 
mild with perhaps a trace of albumin and a blood 
pressure rise often not even beyond the normal 
limit of 140/90. There may or may not be sig- 
nificant weight increase and edema. One week 
later these same findings will again be present 
and may be no different—but more probably all 
will be a little more prominent. There is usually 
no antecedent history of toxemia and this is most 
often the first pregnancy. Also, in contrast with 
the hypertensive toxemia, the patient is more 
likely a young woman of late teens or. early 
twenties. If further diagnostic measures are 
needed, the blood chemistries as well as renal 
function tests and eyeground findings will all 
be found within normal limits. 

If the symptoms are mild and present for the 
first time, it is generally safe to permit the pa- 
tient to follow out a toxemia regime at home, 
and to see her again in one week. Such sug- 
gested management is as follows: 


Rest. No outside activity, no walks, no trips to the 
store, no company. One hour bed rest in the morn- 
ing and one or two hours bed rest in the afternoon. 


Sedation. Phenobarbital, one-half grain, twice or three 
times a day. Restriction of salt, limiting to one-half 
the usual amount. Limitation of fluids if there is 
edema to one and one-half quarts a day. Saline 
cathartic, for example Epsom Salts, one tablespoon 
in one-half glass water before breakfast once or twice 
a week. 


The use of the low protein diet is gradually 
being abandoned in favor of a normal or even 
high protein intake. There is more logic in the 
latter and no adverse effect on the toxemia. The 
patient is advised to call in at any time if she 
has: headaches, epigastric pain, spots before ihe 
eyes, or increased swelling. Where mild pre- 
eclampsia does not respond to these measures, 
strict bed rest in a hospital and stringent adher- 
ence to these rules should be carried out. Re- 
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garding the prognosis, it may be reasonable to 
expect at least 40 to 50 per cent improvement by 
such management. Fortunately many patients 
exhibiting pre-eclampsia will go into labor early 
or following a temporary improvement in status. 


Severe Pre-eclampsia 


This disease is serious in that it is so fre- 
quently the percursor of eclampsia. It is usually 
of sudden onset, occasionally being preceded by 
mild pre-eclampsia. Only infrequently will there 
be history of previous toxemia. It is found in 
the third trimester, often in primigravid young 
adult women. It is characterized by high blood 
pressure, around 180-200/110-130, with a corre- 
spondingly high amount of albumin in the urine. 
Specimens may contain as much as 3 to 4 plus, 
i. up to 10 Gm. per liter, of albumin; edema 
may be marked or absent. The patient need have 
no complaints, but usually has a peculiar “sick 
feeling,” with headaches or epigastric pain and 
may have visual disturbances. Urine output is 
diminished, but there is no increase of blood urea 
nitrogen; only the blood uric acid rises. Eye- 
ground studies only occasionally show spasm and 
retinal edema. Kidney function tests are usually 
unaltered. Such a story and record serve to indi- 
cate the diagnosis, while follow-up studies and 
postpartum response should confirm it. 


The immediate prognosis for the mother is un- 
questionably hazardous in that eclampsia often 
follows. The fetal mortality rate in severe pre- 
eclampsia alone is 20 per cent. The ultimate 
prognosis for the mother finds approximately 20 
per cent having recurrences of toxemia in sub- 
sequent pregnancies. 


Proper and prompt treatment of mild pre- 
eclampsia and good prenatal care, good health 
and diet are important in prevention of severe 
pre-eclampsia. Once the latter exists, hospital 
care is mandatory. The patient should be placed 
in a single dark room and disturbance kept at a 
minimum. Sedation should be started with mor- 
phine, grains one-fourth, and repeated in four 
hours. This should be supplemented with chloral 
hydrate or barbiturate every six hours. By giving 
500 c.c. of 20 per cent glucose in water intra- 
venously four times a day, diuresis will be stim- 
ulated. Acidosis if present can be combated with 
intravenous molar lactate solution in 500 c.c. 
amounts. Oxygen should be available as well as 
a tongue blade mouth gag in the event of convul- 
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sions. Diet should be soft, low in salt, with oral 
fluids restricted to 1,500 c.c. a day, if edema is 
present. 

If response is not forthcoming in forty- 
eight hours under such a regime, non-traumatic 
delivery is advised. Usually this means Cesarean 
section under local anesthesia. However, in some 
instances, if the patient be a multipara and at 
term with a partially dilated and effaced cervix, 
medical induction with rupture of membranes 
may be better suited. Delivery then, as in spon- 
taneously initiated labor, should be by forceps at 
full dilatation of the cervix. The preferred 
choice is local anesthetic, inasmuch as all inhala- 
tion gases may be further toxic to the liver. 

It must be remembered that not infrequently 
intrauterine death of the fetus will occur—before, 
during, or after the start of such treatment. 
Often this development is followed by spon- 
taneous improvement in the toxemia. 


Eclampsia 

This dread toxemia is gradually becoming a 
rare entity. About 25 per cent of cases occur 
before labor, 50 per cent during labor, and 25 per 
cent postpartum. Some of the latter group we 
have recently shown to occur as late as the eighth 
postpartum day. Essentially eclampsia is the 
same as severe pre-eclampsia with superimposed 
convulsions. The background is the same as well 
as the characteristics and diagnostic features. 

The etiology of eclampsia still remains obscure. 
It is the disease of many theories and there is 
little to be gained by a detailed discussion of them. 
However, some important facts and recent de- 
velopments which seem on the verge of finally 
explaining the disease process, merit attention. 
They are in brief outline: 


1. Primiparity, twins, and hydramnios definitely pre- 
dispose to pre-eclampsia and eclampsia. 


2. Eclampsia is higher in undernourished, “ill fed, ill 
clothed, and ill housed.” 


3. Renal ischemia does not play a role in pre-eclamp- 
sia or eclampsia. And renal blood flow is unchanged 
in the true toxemias. 


4. Dexter and Weiss attribute the cause of the tox- 
emia to “something within the placenta”; and not to the 
fetus or the mother. 


5. Smith and Smith state on the basis of preliminary 
studies, that pre-eclampsia and eclampsia are due to a 
menstrual-like toxin present in the blood of such pa- 
tients. The toxin is derived presumably from the 
placenta or is of decidual origin; it does not occur in 
the normal parturient patient. 
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The prognosis of eclampsia properly treated 
today is now well under a 5 per cent maternal 
mortality. The fetal mortality rate, however, is 
still high, 40-50 per cent. Eclampsia will re- 
cur in subsequent pregnancies in about 4 per 
cent of cases; but other toxemias will occur in 
35 per cent. In general, the immediate prog- 
nosis is worse in antepartum and intrapartum 
eclampsia, in the presence of prolonged coma, a 
high pulse rate, a high blood pressure, high fever, 
more than ten convulsions, more than ten grams 
of albumin per liter of urine, and absence of 
edema. 


In the main, good treatment of pre-eclampsia 
is good prevention of eclampsia. However, an 
occasional case will fulminate so rapidly through 
pre-eclampsia to eclampsia that little can be done 
in the way of prophylaxis. Unquestionably the 
best treatment of eclampsia is a conservative one. 
Stroganoff management, introduced in 1924, has 
already been detailed. It should be modified as 
mentioned with addition of hypertonic glucose 
every six hours plus molar lactate solution to com- 
bat acidosis. Veratrum veride has again shown 
some popularity although it has been combined 
with other sedative drugs and its beneficial action 
disputed. 


Usually, labor supervenes in the antepartum 
patient; but on selected occasions, induction of 
labor and/or operative delivery, including cesar- 
ean section, may be necessitated. 


Bibliography 


, R. N.: Personal communication. 

4 My L. C., Annitto, J. E., and Jarvis, D. G.: A study 
of the interaction of poegeaner, and hypertensive disease. 
Am. J. Obst. & Gynec., 53:851, 1947. 

3. de Alverez, R. R.: Further observations on the use of 
neutral diet and pyeration in the treatment of toxemias of 
late pregnancy. Am, J. Obst. & Gynec., 54:445, 1947. 

4. Dexter, L., and Weiss, S.: Pre-eclamptic and Eclamptic 
Toxemia of Pregnancy. Boston: Little, Brown and Co., 

5. Goldring, W., and Changie, H.: Hypertension and Hyper- 
tensive isease. New York: New York Commonwealth 
Foundation, 1944. 

6. Hallum, A. V.: Retinal arterioles in hypertension of preg- 

e nancy. Tr. Am. Ophth. Soc., 5. 

7. Irving, F. C.: The treatment of Te f and pre- 
eclampsia with veratrum veride. Am. & Gynec., 
54:731, 1947. 

8. Minnesota Maternal Mortality Study. Minnesota Med., 
27 :475, 557, 1944. 

9. Ross, R. A’: Late toxemias of yy dite number one 


noe 


obesetric problem of the south. Am t. & Gynec., 
10. Smith, G. Van S.: Menstrual toxin. Am. J. Obst. & Gynec., 
54 :212, 1947. 
11. Smith, O. W.: Menstrual toxin. Am. J. Obst. & Gynec., 
54: 201, 1947, 


12. Society of the Lying-In Hospital of the City of New York: 
149th Annual Report , 1947, 

13. Stander, H. J.: Textbook of Obstetrics. New York: D. Ap- 
pleton- Century &.. § 

14. Stander, H. J., Bonsnes, R. W., x! Stromme, Wm. B.: 
rg postpartum eclampsia. Am. 7.0 bst. & Gynec., 52: 765, 
1 


15. Stroganoff, V.: Results obtained in the treatment of eclamp- 


sia by the improved. enue method: Edinburgh Med. 
J., p. 161, (Oct.) 1 


163 


COMMON ERRORS IN RH TESTING 


JOSEPH W. GOLDSMITH, M.D., F.A.C.S. 
Saint Paul, Minnesota 
and ; 
JOHN L. McKELVEY, M.D., C.M. 
Minneapolis, Minnesota 


ees in Rh testing have led to many in- 
stances of severe transfusion reactions and 
even to fatalities. Equally as tragic is the sensi- 
tization of Rh-negative girls and women in the 
child-bearing age by transfusions because of erro- 
neous classification with respect to the Rh factor. 
Such sensitization may jeopardize future preg- 
nancies, giving rise to congenital hemolytic disease 
of the newborn (erythroblastosis fetalis) and may 
even destroy the woman’s chance to have one nor- 
mal infant (cf. Case 1). Since such mistakes are 
largely preventable, it is imperative that the 
causes be discovered and eliminated where possi- 
ble. It is our purpose to explain some of the 
more common errors and to suggest means to 
eliminate them. 

Faulty technique, the use of serum of low anti- 
body content, the use of old serum or serum that 
has not been properly handled, and attempting to 
test old blood specimens are some of the major 
factors responsible for inaccuracy in Rh testing, 
i.e., the determination of Rh status. 

It is of utmost importance that the proper type 
of antiserum be used for the particular method 
employed. When testing by the slide method of 
Diamond and Abelson,’ only antisera containing 
blocking (univalent) antibodies can be used and 
all crystalloids must be eliminated from the sys- 
tem. The vial of testing material should state: 
“For the Slide Test Technique.” Any other sera 
should not be used for this test. For tube test- 
ing, antisera containing either blocking antibodies 
or agglutinins (bivalent) antibodies or both, may 
be used. Regardless of the method employed, the 
proper conditions of temperature and time must 
be observed for that particular method. For ex- 
ample, when performing Rh tests by the tube 
technique, the tubes must be incubated at 37° C. 
for one hour before they are read. Thereafter, 
they may be read with or without centrifugation. 

A frequent source of error has been the anti- 
serum itself. Testing sera of animal origin will 
react with the red blood cells of all newborn in- 
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fants to give a positive test regardless of Rh sta- 
tus. Many such sera will also give results on 
other erythrocytes that cannot be constantly re- 
produced. Hence human, rather than animal sera 
should be used. Moreover, various lots of anti- 
sera even from the same source vary in speed of 
reaction, specificity and degree of agglutination 
produced. Much of this is determined by the 
antibody titer. Antisera with a low titer may fail 
to agglutinate cells containing agglutinogens which 
are “weak” or incomplete. Therefore, it is essen- 
tial that each new lot of testing material be 
checked against known Rh-positive cells, prefer- 
ably of several Rh types. The National Institute 
of Health has established a titer of 32 as a mini- 
mum acceptable standard. 

Antisera will lose their effectiveness rapidly at 
room temperature and more slowly if refriger- 
ated. Hence, they should be checked from time to 
time against known cells and replaced if aggluti- 
nation is weak or delayed. This check will be- 
come routine if known Rh-positive and Rh-nega- 
tive cells are included as controls in each series of 
unknown cells tested. 


Samples of blood to be tested lose their ability 
to react even with potent antisera when hemolysis 
occurs. Hemolysis proceeds rapidly at room tem- 
peratures and more slowly at icebox temperature. 
Fresh specimens are preferable, but when they 
cannot be tested immediately, they should be re- 
frigerated and checked as soon as possible. Per- 
fectly dry syringes, needles and receptacles should 
be used. Chemical anticoagulants should be 
avoided. 


Occasionally errors have resulted from rou- 
leaux formation. In some instances, it may be 
extremely difficult to distinguish between rouleaux 
and true agglutination. Frequently, the addition 
of a drop of the appropriate diluent will help in 
this differentiation since it will break up rouleaux 
aggregates but will not affect agglutinates. 

In the slide technique, two additional sources 
of error may arise. False positive reactions may 
result from drying and false negative results may 
occur when the suspension of test cells used is 
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not concentrated enough. To prevent incorrect 
results from drying, the test should be read at the 
end of one minute, and if an unusual amount of 
drying has occurred at this time, the test should be 
repeated. False negative reactions may be pre- 
vented by using cell suspensions which are ap- 
proximately of 35 to 50 per cent concentration. 


It is not within the scope of this presentation to 
include the more technical aspects of this problem 
but several instances may serve to stress the 
necessity for the elimination of all possible errors 


Case Reports 


Case 1—Mrs. F. W., aged twenty-six, was first hos- 
pitalized in 1942 with severe abdominal pain, vaginal 
bleeding and symptoms of shock after an amenorrhea 
of six weeks. She had never previously been pregnant. 
A diagnosis of a ruptured ectopic pregnancy was made 
and confirmed at laparotomy. She was given 1,000 c.c. 
of type-specific Rh-positive blood and made an unevent- 
ful recovery. She again became pregnant in 1945 and 
delivered a severely edematous, erythroblastotic infant at 
term. The infant was stillborn. Check of her Rh 
status disclosed that she was Rh negative instead of Rh 
positive as had been reported previously. The cause 
of the erroneous determination could not be discovered. 
The maternal serum contained Rh antibodies in a titer 
of 1:512 in saline and of 1:1024 in bovine albumin. She 
again became pregnant in 1946 and again delivered an 
edematous stillborn infant near term. 


In this instance, despite the fact that the husband is 
Rh positive, sensitization was most likely produced by 
the large transfusion of Rh-positive blood in 1942, at the 
time of her operation, as the result of faulty Rh deter- 
mination. Her prospects for having a child of her own 
in the future are not good. 


Case 2.—Blood from Mrs. K. J., twenty-two years of 
age, was sent to our laboratory for determination of 
Rh status because two other sources had reported con- 
tradictory results. A test made in the physician’s office 
had shown the patient to be Rh negative whereas she 
had been classified previously as Rh positive by a hos- 
pital laboratory. When the patient was found to be Rh 
positive, investigation disclosed that the testing serum 
used in the doctor’s office was more than six months old 
because only occasional tests were done there. Even 
though it had been refrigerated during this time, an anti- 
body titration revealed a residual titer of 1:2, but only 
weak agglutination of known Rh-positive cells was pro- 
duced even with the undiluted serum. 


Case 3—Mrs. E. M., aged twenty-eight, had been test- 
ed for the Rh factor during her prenatal period and was 
said to be Rh positive. Two previous pregnancies and 
deliveries had not been unusual in any respect, and the 
children were alive and well. After an uneventful ante- 
partum course, she spontaneously delivered a normal 8- 
pound male infant. The placenta was retained and had 
to be removed manually. This procedure was accompa- 
nied by a blood loss estimated to be 450 c.c. A trans- 
fusion was ordered, and in rechecking the patient’s Rh 
status, she was found to be Rh negative. Investigation 
disclosed that the laboratory which had performed the 
original test routinely used anti-Rh,’, or so-called 87 per 
cent serum. When the patient’s cells were typed, she 
was found to belong to type Rh’. Although the inci- 
dence of this type is only 1 per cent among Caucasians, 
it is possible for such individuals to be sensitized by 
either the Rh, or Rh” antigens or both. Stilwell? has 
recently pointed out that persons who have blood which 
is classified in any of the groups, Rh negative, Rh’, Rh” 
and Rh’Rh” should all be considered as Rh negative 
when they are to be recipients of blood or in obstetrical 
problems concerned with the Rh factor. However, blood 
classified as type Rh’, Rh” or Rh’Rh” must be consid- 
ered as Rh positive when it is to be used as donor blood. 
Had the original testing been accepted as correct and Rh- 
positive blood been given to this patient, it might have 
sensitized her to the Rh factor. This in turn might have 
led to later transfusion reactions or to _erythroblastosis 
fetalis in future pregnancies 


Comment 

Unfortunately, most laboratory reports are ac- 
cepted as correct and are seldom questioned. To 
eliminate this, it would be advisable to check all 
Rh tests by several methods or have the tests per- 
formed by different laboratories. In this way, 
sources of error may be discovered and eliminated 
before tragedy ensues. 


Summary 
Several of the more common sources of error 
in Rh testing have been emphasized and means 
suggested for eliminating them. Illustrative cases 
are reported demonstrating the necessity for erad- 
ication of all possible errors. 
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A NEW AND SATISFACTORY OPERATION FOR PROCIDENTIA 


ARTHUR E. BENJAMIN, M.D. 
Minneapolis, Minnesota 


| O heapeages prolapse has plagued the lives of 
many women in the past, and today is still 
one of their major complaints. The laity has con- 
sidered it a natural result of childbearing and ad- 
vancing years, and the fact that the prescribed 
remedies are frequently unsatisfactory has led 
some patients to refuse treatment. 

The treatment of uterine prolapse is still a con- 
troversial subject among gynecologists.* Certain 
practitioners, mindful of the failures in this field 
of surgery, are loath to advise or perform a sur- 
gical operation, but employ some make-shift sup- 
port or pessary, endeavoring to minimize the dis- 
comfort of the patient. The many different opera- 
tions that have been devised for uterine prolapse 
indicate that the profession has not yet arrived at 
the solution of this problem. 

Physicians who would give advice in this field 
should thoroughly understand what forces govern 
and maintain the uterus in its normal relationship 
to other pelvic and abdominal organs. The initial 
stages of a prolapse are often unrecognized. Usu- 
ally a woman with a procidentia has had the sup- 
portive structures damaged during childbirth, but 
there may be a complete prolapse in the nullipara. 

In this paper I wish to emphasize and especially 
consider prolapse of the uterus of the third degree, 
or procidentia, realizing, however, that it is insep- 
arable from the consideration of prolapse of the 
first or second degree. 


Normal Supports of the Uterus 


The structures and forces which maintain the 
uterus in its normal position are as follows: 

1. The uterosacral ligaments prevent the cer- 
vical portion of the uterus from dropping and hold 
it backward. 

2. The round ligaments hold the fundus for- 
ward. The uterosacral ligaments and round liga- 
ments together hold the uterus at right angles to 
the vagina. 

3. The broad or cardinal ligaments maintain 
the uterus at its normal level. 

4. The pubo-vesico-cervical fascia and 

5. The recto-vaginal fascia encase and hold up 
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the vagina, as well as help to support the bladder 
and rectum. 

6. The perineal and levator ani muscles form 
the floor upon which the fascia surrounding the 
vagina rests. 

7. The intra-abdominal pressure, when the 
uterus is in normal position, helps to maintain the 
uterus at right angles to the vagina. 


Causes of Prolapse 


It is evident that any of the following conditions 
may favor a prolapse: 

1. Congenital weakness of the normal supports. 

2. Certain occupations that require women to 
be on their feet much of the time. 

3. Bad postural habits, causing visceroptosis. 

4. Tumors within the abdomen or growths 
pressing upon the uterus. 

5. A subinvoluted uterus or one heavy from 
inflammation. 

6. Gastrointestinal disturbances with much gas 
formation. 

7. Damage to supportive ligaments, muscles, 
or fascia, from childbirth. 


The degree of prolapse depends upon one or 
more of the above named factors, the time ele- 
ment, and the amount of damage to the supports. 
In the first and second stage of prolapse, the uter- 
us becomes retrodisplaced and the intra-abdominal 
pressure is then exerted upon the anterior sur- 
face of the uterus, stretching the uterosacral and 
round ligaments and forcing the uterus to a lower 
degree.” 


The primary stages of prolapse may be pres- 
ent before the menopause, but after the meno- 
pause, the uterus becomes atrophied and is more 
easily forced downward. 


Symptoms 


In the early stages of prolapse, the symptoms 
are usually mild, and may not be recognized. By 
examining the patient in a standing position, a 
beginning prolapse may be detected more easily. 
Later on, the symptoms are those of pressure, 
fullness, and some disturbances of the bladder or 
bowel functions. 
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In the third degree prolapse, the uterus can be 
forced outside the vaginal canal by straining, or it 
may protrude between the patient’s thighs when 
in an erect position. The bladder is dragged 


_Fig. 1. Shortening the uterosacral ligaments in certain types 
of displacement. 


down with the uterus and vagina forming a cysto- 
cele or a pocket back and below the pubis, causing 


retention of urine, frequency, and often incon- 
tinence.® 


Treatment 


Treatment should be preventive, general and 
systemic, or operative. It would seem advisable 
that every woman of marriageable age should 
have a thorough pelvic examination in order to 
determine if there are any pelvic or abdominal 
factors that might lead to future prolapse of the 
uterus, so that preventive measures may be taken 
to obviate that possibility. These measures may 
include a change of occupation, diet, exercise, 
physiotherapy treatments, or possibly an opera- 
tion. 

An occupation that requires the woman to be 
on her feet much of the time or in a cramped or 
stooped position may favor the production of a 
procidentia. 

The uterosacral and the round ligaments are 
important structures in maintaining the uterus in 
the normal antiflexed position, but if these struc- 
tures are stretched or inadequate in their support, 
the uterus begins to assume an upright or retro- 
flexed position. The intra-abdominal pressure 
then becomes a menace and an additional force, 
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crowding the uterus downward. Therefore, it is 
necessary that an early operation be performed to 
shorten the uterosacral and round ligaments? 
(Figs. 1 and 2). 


Fig. 2. Author’s method of shortening the round liga- 
ments for retro-displacement and moderate prolapse. 


It is obvious that women who have borne chil- 
dren should be examined occasionally to note any 
tendency toward a prolapse. All lacerations 
should be repaired. I am convinced that there 
would be few cases of prolapse that would reach 
the third stage if all the safeguards heretofore 
mentioned were instituted. Nevertheless, we do 
see, and will continue to see, women in whom the 
third stage has been reached. It is in these women 
that we see the greatest distress, and the greater 
number of failures from operations. The prob- 
lem then is: what are the remedies? 

Usually these women have either reached the 
menopause or are not likely to have more chil- 
dren. Some operation that promises the best re- 
sults without interfering with the function of any 
of the tissues or organs of the pelvis is desirable. 

McKelvey* has suggested irradiation in certain 
cases. The sclerosing effect on the vaginal and 
other tissues of the female pelvis of married wom- 
en would be an obvious objection and inadvisable. 


The Baldy-Webster operation does not elevate 
the bladder sufficiently. The Gilliam operation is 
not applicable in these severe cases of prolapse of 
the uterus for the same reasons. The Watkins 
interposition operation is useful in some cases, 
but the uterus only acts as a plug to prevent the 
dropping of the bladder and does not act as an 
auxiliary support for the vagina. Patients still 
complain of a heaviness and fullness in the pel- 
vis. After the menopause, the uterus is so atro- 
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phied that the results are poor, as the intra-abdom- sults than any other operation which has been 
inal pressure may force the small uterus with the used up to this time. 

bladder downward. Furthermore, in case malig- The operation is applicable to the following type 
nancy should later occur, the removal of the uter- of cases: 


Fig. 3. Suspension of prolapsed uterus. Preparation of lateral uterine flaps. Semi-schematic. 


Fig. 4. Suspension of prolapsed uterus. Lateral uterine flaps after removal of body of uterus. 
Semi-schematic. 


us would be difficult and hazardous and less suc- . In cases of sterility. 
In cases where no more children should be 


borne. 

In nonmalignant cases. 

In uterine prolapse with fibroids. 
In women past the climacteric. 


cessful. 


In a vaginal or abdominal pan-hysterectomy it 
is difficult to bring enough supportive structure 
together in a manner to adequately support a pro- 
lapsing bladder. Much scar tissue may develop 
that will stretch subsequently. About 30 per cent Operative Procedure 
of patients so treated have trouble thereafter. This operation first takes into consideration the 

I have endeavored to develop an operation — repair of all the damage resulting from childbirth 
which augments all the natural supports of the and the consideration of any intra-abdominal force 
uterus, and which seems to give more positive re- that is instrumental in bringing about a prociden 


168 MINNESOTA MEDICIN! 





OPERATION FOR PROCIDENTIA—BENJAMIN 


tia. It may be necessary to repair a perineum, 
amputate a cervix, cone out the mucous mem- 
brane of the cervical canal, and repair the anterior 
and posterior vaginal walls. 


Fig. 5. Suspension of prolapsed uterus. Lateral uterine flaps 
anchored to external fascia. 


A pelvic laparotomy is then performed to cor- 
rect any abnormality within the pelvis. The tubes 
are removed and the ovaries separated from the 
uterus but not removed unless diseased. The mid- 
portion of the fundus of the uterus is excised, 
leaving the lateral portions (Figs. 3, 4, 5, and 6). 

The mucous membrane of the canal is either 
coned out or cauterized. The lateral flaps of the 
uterus, together with the round ligaments, are 
then pulled through a slit in the lower abdominal 
muscles and fascia on each side above the pubis 
and 1.25 inches from the midline incision. These 
flaps are anchored at their exit through the fas- 
cia. The remaining portion of the cervix is then 
stitched to the perintoneum in the lower angle of 
the wound. 

The abdominal incision is closed in the usual 
manner except for the skin. The lateral flaps 
coming through the fascia are folded over the 
fascia to the midline with the raw surfaces rest- 
ing on the fascia and are there anchored. The 


skin is then closed over the flaps. This gives a 
firm positive additional support for the uterus and 
vagina, and elevates the bladder. There is no scar~ 
tissue to stretch, and the desired relief is obtained. 


Fig. 6. Suspension of prolapsed uterus. Schematic cross- 


section of completed operation. 


Conclusions 


1. The laity, as well as the profession, has not 
always been satisfied with the treatment of uterine 
procidentia. 

2. Too little attention has been given to the ini- 
tial stages of uterine prolapse. 

3. If the early symptoms were recognized and 


proper remedies applied, many subsequent cases 
of procidentia could be prevented. 

4. In certain cases it is necessary to supply ad- 
ditional support to the restored normal ones. 

5. In such cases the author has been satisfied 
with the operation which he has herein described. 

6. This operation conserves all the necessary 
normal tissue and supports, and preserves the 
function of the vagina. 

7. It permanently supports the uterus and 
bladder and gives satisfactory results, 
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PHEOCHROMOCYTOMA OF THE ADRENAL WITH SUCCESSFUL REMOVAL 
Report of a Case 


A. L. FORSGREN, M.D., W. D. NESSET, M.D., and D. M. ANDERSON, M.D. 
Minneapolis, Minnesota 


y lieny DIAGNOSIS of pheochromocytoma of 
the adrenal gland with subsequent operative 
removal has been reported with increasing fre- 
quency in recent literature. To date there have 
been approximately 70 such cases reported. Many 
excellent reviews of the subject have appeared, 
the most recent by Burrage and Halstad,’ and 
Ganem and Cahill." 

The following case is presented as a typical 
example of the syndrome of paroxysmal hyper- 
tension associated with an adrenal tumor, and 
demonstrates the accuracy of certain diagnostic 
procedures. 


Case Report 

J. A., a man, aged twenty-seven, was admitted to the 
Minneapolis Veterans Hospital on April 1, 1948, com- 
plaining of weakness, flushed sensation, palpitation, 
headache, and nervousness occurring in sudden attacks 
since 1943. 

In June 1943, while overseas in the South Pacific, 
he began to complain of these episodes. When seen 
by medical officers, the only positive physical finding 
was mild elevation of the blood pressure. On one 
occasion in January 1944, however, his blood pressure 
was found to be 225 mm. of mercury systolic and 140 
mm. diastolic during an attack. He was hospitalized at 
this time, but returned to duty after 2 weeks when no 
further attacks occurred. Digitalis was given for 8 
days following one episode without appreciable effect. 
At another time he was given iodine and phenobarbital 
for one week when his basal metabolic rate was found 
to be plus 35. After one week of treatment, the basal 
metabolic rate was reported to be normal. 

After discharge from service he continued to have 
mild attacks almost every day. The attacks were grad- 
ually becoming more severe. He was employed as a 
surveyor and draftsman, but missed work frequently 
because of his complaints. In his own words he 
described the attacks as follows: “A typical attack be- 
gins with weakness in the knees and continues with a 
flushed sensation in the head and chest. The attacks 
are always accompanied by extreme nervousness. At all 
times any exertion during a mild attack brings on more 
severe symptoms. Occasionally the attacks are severe 
without exertion. At times the flushed sensation be- 
comes painful. I developed pain in-the solar plexus, 
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170 


base of the skull, and left eye. 
severe, I usually vomit. 


When attacks become 
An attack always leaves me 


fatigued, and unless I rest afterwards another episode 
follows. Individual attacks last from thirty seconds to 





HISTAMINE TEST 


(pre - operatively) 











' 2 3 4 5 6 
TIME (minutes) 
Histamine bose, 005mg, I.V. 


Fig. 1. 
response. 


Preoperative histamine test showing blood pressure 


ten minutes.” Change of position had not been noted to 
produce attacks, but he had noted a pounding sensation 
in his chest each morning immediately after arising. 

At the time of admission to the Veterans Hospital he 
was receiving compensation for “anxiety state.” Several 
physicians who had seen him prior to admission made a 
diagnosis of hyperthyroidism. The basal metabolic rate 
was reported by one physician to be plus 85. He gave a 
history of jaundice while in service. There had been 
no recurrence. 

Physical examination revealed a well developed and 
nourished male who did not appear acutely ill. He ap- 
peared extremely concerned about his condition. The 
patient wondered if his complaints were associated with 
a mental condition, but did not believe they were. The 
blood pressure ranged between 120 and 150 mm. of 
mercury systolic and 75 to 100 mm. diastolic. With 
change in position marked change of force and rate of 
heart beat was noted. Massage of the renal areas did 
not produce an attack. A fine tremor of the hands was 
noted, but no abnormal perspiration was seen. A small 
amount of mucopurulent white discharge was expressed 
from the urethral orifice. No other abnormalities were 
noted. 

A complete blood count, sedimentation rate, and uri- 
nalysis on admission were normal. The blood Kahn test 
was negative. Blood cholesterol was 208 mg. per cent. 
A six-hour glucose tolerance test showed a normal 
curve. The basal metabolic rate on three successive days 
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was minus 2 per cent, plus 1 per cent, and minus 2 per 
cent. Bromsulfalein retention was 5 per cent in forty- 
five minutes. Serum proteins were normal. Cephalin 
cholesterol flocculation test showed 1 plus in twenty-four 
hours and 3 plus in forty-eight hours. A urethral 
smear revealed Gram negative and positive cocci, but 
no N. gonorrhea. A routine electrocardiogram revealed 
right axis deviation. No other abnormalities were noted. 


During the first week of hospitalization the patient 
remained a diagnostic problem. It was thought that 
hyperthyroidism had been ruled out. Paroxysmal hyper- 
tension due to an adrenal tumor was suggested as a 
possible diagnosis. The patient had experienced no at- 
tacks up to this time while in the hospital. A histamine 
tolerance test was then done according to the method of 
Kvale and Roth. Histamine base, 0.05 mg. in 0.5 c.c. 
normal saline, was injected intravenously, and blood 
pressure readings were taken at one-half and one minute 
intervals until the preinjection blood pressure was 
reached. The result of this test is shown in Figure 1. 
The result was thought to strongly suggest an adrenal 
tumor. When this test was repeated, the blood pressure 
rise was almost exactly the same. The blood sugar, 
fifteen minutes after injection of histamine, showed a 
rise of 24 mg. per cent above the preinjection level. A 
cold pressor test showed a 30 mm. rise in the systolic 
pressure and a 20 mm. rise in the diastolic pressure one 
minute after his hand was placed in ice water. Three 
minutes later the blood pressure had reached its basal 
level. Tetra-ethyl-ammonium chloride in a dose of 100 
mg. was injected intravenously. Blood pressure readings 
at minute intervals after injection showed only a 10 mm. 
rise in systolic and diastolic pressures two minutes after 
injection. The blood pressure gradually fell to 10 mm. 
below the basal pressure in fifteen minutes. Twenty-five 
days after admission the patient was seen during an at- 
tack. He complained of a burning sensation in his 
upper chest, palpitation, weakness, and a flushed sensa- 
tion. The blood pressure was 220 mm. of mercury 
systolic and 110 mm. diastolic when first seen. In the 
next ten minutes the blood pressure dropped to 126 mm. 
of mercury systolic and 68 mm. diastolic. An intra- 
venous pyelogram done a few days later was reported to 
be normal (Fig. 2). Perirenal air insufflation was then 
done. Six hundred c.c. of air were injected into each 
perirenal space. X-rays showed a globular mass over- 
lying the upper pole of the left kidney (Fig. 3). On the 
basis of these findings he was sent to surgery with a 
diagnosis of pheochromocytoma of the left adrenal gland. 


Preoperatively the patient was given nembutal, grains 
1% orally, and morphine sulfate, grains %4, and scopola- 
mine, grains .01, hypodermically. In addition he received 
adrenal cortical extract (Eschatin) 10 cc. intramuscu- 
larly and 1000 c.c. of normal saline intravenously on 
the morning of operation. 


Operation was performed on May 5, 1948. Anesthesia 
was induced with pentothal sodium and maintained with 
nitrous oxide and ether. Induction was accompanied by 
three episodes of laryngospasm. The blood pressure on 
One occasion became elevated to 200 mm. of mercury 
systolic and 100 mm. diastolic, and at another time to 
240 mm. systolic and 130 mm. diastolic. These hyper- 
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tensive episodes were controlled by injecting pentothal 
intravenously. Through a left lumbar incision a vascular 
tumor measuring 5 cm. in diameter was found lying 
inferior and anterior to the left adrenal gland. It was 





Fig. 2. Normal appearing intravenous pyelo- 
gram failing to show tumor. 


attached to the adrenal gland at only one point, but 
was free from the left kidney. Necessary manipulation 
about the tumor provoked a third paroxysm of hyper- 
tension, and the tumor was subsequently removed. No 
other tumor tissue was found. Immediately after re- 
moval of the tumor the blood pressure dropped to 90 
mm. of mercury systolic and 50 mm. diastolic. Before 
leaving the operating room he was given 1 c.c. epineph- 
rine in oil 1:500, intramuscularly, ephedrine sulfate 
25 mg. intramuscularly, and ephedrine sulfate 25 mg. 
intravenously. During the operative procedure 1500 c.c. 
of whole blood were given intravenously. Immediately 
following operation he again received adrenal cortical 
extract 10 c.c. intramuscularly. During the first twenty- 
four hours postoperatively 3,000 c.c. of solution contain- 
ing 5 c.c. of 1:1000 epinephrine in 1000 c.c. of normal 
saline was given in a constant drip intravenously. The 
rate of flow was regulated according to the blood pres- 
sure readings. Readings were taken every 5. minutes 
during this time. During the first 24 hours post- 
operatively the blood pressure was maintained between 
90 and 120 mm. of mercury systolic and 50 and 75 mm. 
diastolic. At no time did the systolic blood pressure 
drop below 90 mm. of mercury. He became ambulatory 
on the 2nd postoperative day. On the 3rd postoperative 
day he developed a thrombophlebitis of the veins in the 
right cubital fossa. Dicumarol therapy was begun at 
once. On the 7th postoperative day he developed a 
thrombophlebitis of his left lesser saphenous vein. Aside 
from this there were no complications. 

Thirteen days postoperatively the histamine and cold 
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pressor tests were repeated. The histamine test, as 
shown in Figure 4, in contrast to the preoperative test, 
showed an initial drop in blood pressure followed by a 
slight rise. This was considered to be a normal hista- 


slightly globular and well encapsulated in its entirety. 
On cut section the tumor mass presented a pale grayish 
moist appearance with purple mottled areas which were 
softer in consistency, and one cystic area 1. cm. in 


Fig. 3 A. Anterio-posterior roentgenogram following perirenal air insufflation showing tumor 


mass overlying upper pole of left kidney. B. 
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Fig. 4. Postoperative histamine test showing blood pressure 
response. 


mine response. The cold pressor test showed no ap- 
preciable change from that done preoperatively. The 
basal metabolic rate after operation was plus 2 per cent. 
Cephalin cholesterol flocculation test revealed 1 plus in 
24 hours and 2 plus in 48 hours. An electrocardiogram 
after operation showed no change from that taken pre- 
operatively. 

The tumor, as reported by the Pathological Depart- 
ment, consisted of a spherical mass 5 cm. in diameter 
(Fig. 5). The total weight was 66 gms. It appeared 
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Left oblique view. 


diameter containing bright red fluid. The tumor as a 
whole had a _ rubbery consistency. Microscopically 
(Fig. 6), sheets of large polygonal cells with relatively 
large hyperchromic, vesicular nuclei were seen. The 
cell membrane was distinct. The cytoplasm was abund- 
ant and acidophilic. Other cells had a bizarre appearance. 
They were large and spindle shaped. The nuclei were 
larger and more hyperchromic. These cells were sepa- 
rated by what appeared to be empty spaces. The patho- 
logical diagnosis was pheochromocytoma of the adrenal 
gland. 

The patient was discharged from the hospital on 
June 2, 1948, without medication. Symptoms and signs 
of thrombophlebitis involving the veins of the right arm 
and left leg had subsided almost completely when dis- 
charged. The urethral discharge was thought to be 
due to a meatitis, non-venereal. The patient stated 
that he had no symptoms suggesting even a mild attack, 
such as experienced in the five years preoperatively. The 
pounding sensation in his chest noted upon arising in 
the morning, experienced before operation, was no 
longer present. His blood pressure during the last week 
of hospitalization averaged 120 mm. of mercury sys- 
tolic and 75 mm. diastolic. 


Discussion 
This patient resembled numerous others in the 


literature in that, during the illness, diagnoses of 
anxiety state, hyperthyroidism, and’ essential 
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hypertension were made. Hypermetabolism, 
abnormal glucose tolerance curve, and glucosuria’® 
are reported in a number of cases, but these ab- 
normalities were not demonstrated in our patient 


i. ica) A Oa a oo) Cn Oe J 


Fig. 5. Tumor removed at operation. 


during our observation of him. The BMR of 
plus 85 reported a few months prior to hospitali- 
zation is difficult to interpret in view of 3 normal 
BMR’s during the patient’s hospital stay. The 
increase of 24 mgs. per cent in the blood glucose 
level during a histamine-induced attack may 
have been significant, but does not approach the 
hyperglycemia which has been reported.**"* 

Our results during the histamine test were in 
accord with those of Roth and Kvale.**> Although 
the patient’s symptoms during the test were not 
identical with those during a spontaneous attack, 
they were similar. The blood pressure response 
was striking, and provided a distinct contrast to 
that following the cold pressor test. Roth and 
Kvale have emphasized the importance of con- 
trasting the histamine test with the cold pressor 
test, since patients with essential hypertension 
may exhibit a pressor effect following histamine 
which is approximately similar quantitatively to 
their response to the cold pressor test. The post- 
operative histamine test in our patient was com- 
parable to that of a normal person. 

Our experience with the use of tetra-ethyl 
ammonium chloride in an attempt to precipitate 
paroxysm of hypertension did not concur with 
that of LaDue.*? His patient responded to 100 
mgs. of tetra-ethyl ammonium bromide intra- 
venously in much the same way as he did to 
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histamine. Our failure to precipitate an attack 
suggests that histamine remains as the most reli- 
able means of precipitating attacks of paroxysmal 
hypertension. 


Fig. 6. Section of tumor. 


The value of perirenal air insufflation was again 
demonstrated. With this technique the tumor 
was well visualized while intravenous pyelography 
failed to suggest the presence of an adrenal tumor 
in spite of excellent visualization of the renal 
shadows. The air insufflation was well tolerated 
and although subcutaneous emphysema was 
demonstrable following the procedure, the pa- 
tient’s symptoms were minimal. 

The benzo-dioxane group of drugs was not 
used as a diagnostic test in this patient, primarily 
because he presented the picture of paroxysmal, 
rather than fixed, hypertension. Many authors, 
particularly Thorn and Hindle,2® Green, and 
Phillips** have demonstrated that fixed, chronic 
hypertension, not unlike essential hypertension, 
can dominate the clinical picture of a patient with 
pheochromocytoma. The observations of Golden- 
berg, et al,° are of great importance in this group 
of patients. They demonstrated a qualitative dif- 
ference between the effect of benzo-dioxane on 
epinephrine-induced hypertensijon, as due to a 
pheochromocytoma and essential or renal hyper- 
tension, the drug producing a fall in blood pres- 
sure in the former and either no effect or a pres- 
sor effect in the latter. Ganem and Cahill’ con- 
firmed these observations and reported a case 
where the use of benzodioxane was instrumental 
in the demonstration of residual tumor tissue in a 
12-year-old child who had had a pheochromo- 
cytoma removed. Fixed hypertension had per- 
sisted after the first operation. The benzodi- 
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oxane test might well be considered in the study 
of patients with essential hypertension, and should 
certainly be used when any factors in the pa- 
tient’s history or findings suggest the possibility 
of pheochromocytoma. 

Surgical removal of pheochromocytoma is 
characterized by two types of vascular response. 
During the early stages of operation and par- 
ticularly in the course of manipulation of the 
tumor, severe paroxysms of hypertension may 
ensue. The question might be raised whether 
benzodioxane with its adrenolytic action, of brief 
duration, might be used to counteract these 
paroxysms of hypertension during operation. 
Following removal of the tumor, a shock-like state 
with marked hypotension is common, generally 
thought to be due to epinephrine lack. However, 
decreased blood volume related to prolonged 
severe vasoconstriction,®** as well as heart failure 
secondary to extreme hypertension? have been 
postulated as the mechanism producing the shock. 
Surgical fatalities have resulted from both severe 
hypertension and postoperative shock. Epineph- 
rine as a supportive measure during this stage 
of hypotension has been almost universally used. 
In addition Thorn and Hindle,?* Biskind, et al,° 
and others have recommended the use of adrenal 
cortical extract preoperatively and postoperative- 
ly. Our patient received adrenal cortical extract in 
this manner. Following removal of the tumor hy- 
potension developed and he received large amounts 
of epinephrine and ephedrine. Constant intra- 
venous infusion of a dilute solution of epinephrine 
in saline with appropriate variations in rate ap- 
peared to be a satisfactory means of controlling 
the unstable postoperative blood pressure in our 
case. 

Both transperitoneal and lumbar retroperitoneal 
approaches to the adrenal area have been used. 
When the tumor has been well localized, as was 
in the case of our patient, adequate exposure is 
obtained by the usual kidney incision. When ex- 
ploration of both adrenal areas is desired, the 
transperitoneal approach may be indicated. The 
operative mortality has progressively decreased. 
Up until 1936 there was a 37 per cent mortality 
rate among nineteen patients. Of approximately 
twenty patients subjected to operation and re- 
ported during the past two years, only one 
operative death has occurred. 


Successful removal of a pheochromocytoma 
promises a cure in all but a very few cases. 
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Calkins and Howard” reported a remarkable in- 
stance where a woman and her niece both had 
pheochromocytomas removed and both had re- 
current symptoms requiring reoperation. Addi- 
tional chromaffin tumor tissue was found in both 
patients. Ganem and Cahill’s case also required a 
second operation for an extra-adrenal chromaffin 
cell tumor. The great majority of pheochromo- 
cytomas are benign but malignant changes do 
occur. Malignancy is almost always associated 
with bilateral tumors.?’ 

The increasing number of cases reported sug- 
gests that these tumors are more common than 
was believed a decade ago. This together with the 
decreasing operative mortality emphasizes the im- 
portance of considering the diagnosis and of 
making use of the available diagnostic procedures 
when indicated. 


Summary 
The case is presented of a twenty-seven-year- 
old male with a four-year history of paroxysmal 
hypertension. The preoperative diagnosis of 


pheochromocytoma was made with the aid of the 
histamine test and x-ray visualization of the tumor 
by perirenal air insufflation. Successful operative 


removal has apparently resulted in a complete 
cure. Certain aspects of diagnosis and treatment 
are discussed. 
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CASE RECORD OF ST. MARY’S HOSPITAL, DULUTH 


Clinico-Roentgen Pathological Presentation 


Epwarp L. Tuony, M.D., Co-ordinator 


Ws. V. Knott, M.D., Pathologist 


Moses Barron, M.D., University of Minnesota, Minneapolis 


CasE PRESENTATION 

The case is that of a man, aged forty-three, with a 
decisive critical epigastric pain (for details vide infra). 
The dates, April 22, 1948, to May 8, 1948, cover the 
period of his acute illness up to his death. 

The previous health and history contributed nothing 
determinative, except an indefinite reference to spells of 
“heart burn,” helped by food and soda. 

After eight days of acute illness, signs of gastro- 
intestinal hemorrhage supervened. 

For the next few days the illness took on serious im- 
plications: shock, tachycardia, hiccoughs, spread of pain 
over the abdomen, a failure to respond to blood and other 
transfusions. 

In an attempt to find the source of hemorrhage an 
unsuccessful upper abdominal exploration was done. 

There was no opportunity for gastrointestinal barium 
roentgen studies. The laboratory profiles appear in the 
discussion. 


Dr. Moses Barron: I have been given this detailed 
case history for differential diagnosis, and from it I shall 
quote and comment. “A forty-three-year-old Great Lakes 
seaman on April 22, 1948, developed a sudden, sharp, 
epigastric pain, localized beneath the tip of the sternum. 
It did not radiate. This was associated with emesis im- 
mediately after every attempt to eat. On resting the 
pain would diminish, finally disappearing, only to recur 
when he ate.” 

The history so far tells of a sudden epigastric pain in 
the lower sternal region which recurred apparently with 
the swallowing of food. There are a number of things 
which have to be taken into consideration: carcinoma of 
the esophagus or carcinoma at the cardiac end of the 
stomach ; carcinoma of the body of the stomach or peptic 
ulcer of the gastric or duodenal type; one also has to 
consider a dissecting aneurysm of the arch or thoracic 
aorta, a low esophageal diverticulum or hiatus hernia. 

For carcinoma of the esophagus the onset was too sud- 
den. There was no history of difficulty in swallowing 
solids as compared with liquids. The story thus far is 
against carcinoma of the esophagus. 

1 read further from the history: “The pain did not 
come on with effort.” This statement is made to help 


~ Presented at the annual meeting of the Northern Minnesota 
Medical Society, Duluth, Minnesota, August 20-21, 1948. 

The case presentation has been epitomized and " abridged for 
publication to enable Dr. Barron to read into his discussion the 
essential clinical data, and thus avoid duplication. 
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rule out coronary sclerosis with either anginal attacks or 
coronary thrombosis as a possible explanation. And 
further: “These pains became so severe that he was hos- 
pitalized in another city. Two days before admission to 
St. Mary’s on April 30, 1948, and eight days after the 
onset of his present illness, he had several tarry stools, 
and the day preceding admission to St. Mary’s he de- 
veloped hematemesis and that led to his reference here.” 
This additional history rules out the possibility of either 
coronary disease or a dissecting aneurysm. There would 
not be hematemesis or tarry stools. An aortic aneurysm 
which may gradually penetrate into the stomach might 
have to be considered but this is very unlikely. The 
hematemesis would have appeared at -once and not a 
week later, and there would have been a history of dis- 
tress, characteristic of aneurysm, which was not present. 
I now look at the meager past history and it adds little: 
“The patient had had ‘heartburn’ for many years. He 
could relieve it with soda between meals, or by eating. 
This had not inconvenienced him greatly and he had 
never sought medical advice regarding it. There was no 
history of previous surgery, serious illness or accident. 
The systemic review otherwise was entirely negative.” 

I now come to the physical examination from which 
we expect so much in these days of exalted laboratory 
and roentgenological techniques : “The patient was a well- 
developed, well-nourished white male who complained of 
sharp epigastric pain and who had evidence of hema- 
temesis, some pallor—pulse regular but a little fast— 
some blood emerging from the corner of the mouth on 
one side. Blood pressure was 140/76; pulse 136; tem- 
perature 102, respirations 28. Neck was negative, chest 
showed equal bilateral expansion and the lungs were nor- 
mal to percussion and auscultation. The heart showed no 
enlargement to percussion. There were no thrills, mur- 
murs, or arrhythmias. No masses were palpable in the 
abdomen. The kidneys, liver, and spleen were not pal- 
pated. The patient showed moderate epigastric tender- 
ness and the abdomen was tense but not rigid. 


“Laboratory data: red blood cells, 1,840,000; hemo- 
globin, 4.9 grams; white cells, 16,100; polymorphonuclear 
cells, 92; 6 lymphocytes and 1 monocyte. Urine: specific 
gravity, 1.018; 5-6 white cells and 1-plus sugar, other- 
wise negative. Stool was 4-plus for occult blood.” 

The patient was not rallying; the clinical course con- 
tinued stormy. “Shortly after admission the patient de- 
veloped hiccoughs. He continued to vomit blood the 
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first night of hospitalization and also had four bowel 
movements, all of which contained large amounts of dark 
red blood. The next morning (May 1, 1948) the blood 
pressure was 90/40 and the pulse was 128. Two blood 
transfusions were given that morning, and an operation 
was performed at noon. The patient survived a week 
after his operation. The operative details are not given; 
but I am assured that death was NOT due to “an opera- 
tive misadventure.” 

The additional history helps to rule out some of the 
other conditions mentioned above. Carcinoma of the 
cardiac end of the stomach would give a slowly pro- 
gressive development of dysphagia. The dysphagia would 
not be as intense. A characteristic feature of the distress 
here is the pain during the act of swallowing which ends 
abruptly soon thereafter. The massive hemorrhage also 
makes carcinoma less likely. In carcinoma of other parts 
of the stomach the distress starts sometime after the 
ingestion of food and continues for a considerable period 
after. Peptic ulcers of the stomach or duodenum fre- 
quently cause distress that is related to meals, but it 
usually starts from fifteen minutes to three hours after 
taking the food. A para-esophageal diverticulum, espe- 
cially one low down, has to be considered. This generally 
has a longer history, and the course is much less intense 
than in this case. The possibility of ulceration of the 
diverticulum resulting in hemorrhage must be kept in 
mind. But here again the dysphagia from the act of 
swallowing is not so abrupt in onset and in termination. 


CONCLUSIONS AND SUMMARY 


There is one condition which has thus far not been 
mentioned but which fits-in almost perfectly with the 
character of the distress, the history of the onset and the 
absence of physical findings. That condition is a peptic 
ulcer of the lower end of the esophagus. There are very 
few if any conditions which result in this peculiar symp- 
tom of a severe dysphagia during swallowing with a 
very abrupt onset and termination, and almost complete 
relief between periods of deglutition. The finding of a 
definite leukocytosis has been brought up, and this can 
be explained by a perforation of the ulcer with the infec- 
tion spreading into the surrounding tissues of the medias- 
tinum. 

Therefore in making a differential diagnosis in this 
case I would place first and foremost a perforating ulcer 
of the lower end of the esophagus, and the other condi- 
tions in order of their importance would be ulcer in the 
cardiac end of the stomach, ulcer of a para-esophageal 
hernia, carcinoma of the cardiac end of the stomach, 
peptic ulcers with perhaps perforations of the stomach or 
duodenum, carcinoma of the fundus or pyloric part of 
the stomach. 


THE ANATOMICAL DIAGNOSES 


1, Peptic ulcer of lower end of esophagus. 
2. Perforation of ulcer via the esophageal hiatus. 
3. Fatty necrosis from pancreatic invasion. 


4. Mediastinitis and pleuritis with pneumonitis from 
regurgitation of pancreatic fluid into the chest via the 
route of perforation and extension. 
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PATHOLOGICAL DiscussION 


Dr. Wm. V. Knott: Dr. Barron in his excellent an- 
alysis of this case has already pointed out or suggested 
the pathological picture found at necropsy. The ulcer of 
the esophagus, 1 by 2 cm. in size and located 1 cm. above 
the cardia, had perforated and permitted the escape of 
the content of its lumen into the mediastinal tissues. Ap- 
parently fluid from the stomach and duodenum with its 
pancreatic ferment had regurgitated into the mediastinal 
tissues via this perforation resulting in a manifestation 
of fat necrosis involving the lower two-thirds of the 
left pleural cavity. Dark brown fluid to the extent of 
800 c.c. filled the left pleural space and 500 c.c. of similar 
fluid within the right pleural space. The right side how- 
ever, showed no fat necrosis, but a hazy parietal pleura. 
Both lungs present dull, hazy pleural coverings, having 
been changed by the digestive fluids. The right lung 
weighed 800 gm. and the left 650 gm. Both lungs dis- 
closed marked consolidation, and partial collapse was 
noted in the left side. Granular patches of pneumonitis 
were present. 


The pericardial sac was slightly adherent to the 400 
gm. heart by fibrinous adhesions. 


The inflammatory process had made its way through 
the esophageal hiatus into the abdomen. There was no 
hiatus hernia. Along the lesser curvature of the stomach 
there was a mass of adhesions involving a portion of the 
greater omentum which connected the mass with the 
head of the mesenteric tissue at the ligament of Treitz. 
This mass was associated with foci of fat necrosis. The 
peripancreatic and periduodenal fatty tissue presented 
similar foci of fat necrosis, and the mesentery and meso- 
colon participated in the process but to a lesser extent. 
The head of the pancreas was in part involved in begin- 
ning necrosis along its periphery. The liver, enlarged to 
1800 gm., was average in appearance, as was the gall 
bladder, which contained three calculi varying from 1 to 
2 cm. in diameter. 

Histological studies of the various tissues supported 
the listed findings but added no further information. 


Chronic ulcer of the esophagus is not a common find- 
ing in necropsy studies. In a study of case reports and 
summaries there is general agreement that such an ulcer 
may follow abnormal entrance of hydrochloric acid into 
the distal end of the esophagus. This regurgitation of 
hydrochloric acid is most commonly associated with a 
congenitally short esophagus or a diaphragmatic hernia 
or both. The presence of aberrant gastric mucosa in 
the lower one-third is another etiological factor. In 
Chamberlin’s report on seven cases, found over a period 
of ten years at the Lahey Clinic, six were associated 
with short esophagus or diaphragmatic hernia or both 
and one only was associated with aberrant gastric mucosa. 
Other possible factors have been listed such as chronic 
recurrent vomiting, pyloric stenosis, or an abnormally 
patulous cardia. Some case reports call attention to the 
co-existence of a chronic gastric or duodenal ulcer. 

Since 1939 the diagnosis of esophageal peptic ulcers 
has been greatly influenced by the following five criteria 
presented by Chamberlin of Boston: (1) the ulcer must 
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NOTES ON MEDICINE IN FREEBORN COUNTY, 1857—1900 


ANDREW GULLIXSON, MLD. 
Albert Lea, Minnesota 


(Continued from January issue.) 


Dr. Howard Bell.—Nora Guthrey, in her Notes, Fillmore County, has given 
all known data concerning Dr. Bell, who evidently left Albert Lea in a very 
short time, for the only record of his activities in Freeborn County is contained 
in the following newspaper item of 1885, “An accomplished physician, Dr. Howard 
Bell located at Albert Lea and is being introduced into’ practice by Dr. F. A. 
Blackmer.”—Standard, July, 1885. 


Dr. John P. von Berg was born at Hazel Green, Wisconsin, July 15, 1858. 
He died at Albert Lea of carcinoma of the stomach and liver, December 4, 1929. 
His father, George Leonard von Berg, was born in Hatershofen, Wurtemburg, 
Germany, and migrated to America and married Elizabeth Nicolas, at Hazel 
Green, Wis. They had four children: Dr. John P.; George, D.D.S., Charles City, » 
Towa, died 1940; Lydia B. (Werk), Charles City, died 1893; and Leonard, also 
of Charles City, died 1889. Dr. John P. von Berg married Dorthea Dittmer of 
Guttenberg, lowa, June 5, 18—. To them five children were born: Leonard E., 
D.D.S., Charles City; John Phillip, D.D.S., Albert Lea; Nora B. (Hickman), 
wife of a minister in Saint Paul; Eva Lee (died 1938), who was head of the depart- 
. ment of the High School of Commerce, Portland, Oregon; and Dorthea E., 
Dean of Girls, Vancouver, Washington, High Schools and Secretary of the 
Western Division of the Deans’ Association. 


! Dr. von Berg received his early education in the public school at Charles City, 
Iowa. Then he attended the normal school and the General English College, of 
Galena, Illinois. Finally he entered Morningside College at Sioux City, Iowa, 
where he was an honor student. He attended Hahnemann and Rush Medical 
Colleges in Chicago and graduated in 1884. He also made use of his normal school 
training and spent some time teaching in the public schools of Clinton County, 
Iowa. He attended postgraduate schools in Chicago in 1890, in New York in 
1895, and in San Francisco and Philadelphia in 1899. He received license to 
practice in Iowa in 1884 and in Minnesota in 1885. He held memberships in local 
and state medical societies and in the American Medical Association. He was a 
charter member of Freeborn County Medical Society and served as its first 
treasurer. He held the office of president from 1909 to 1922. He was a member 
. of Naeve Hospital staff. He served as county coroner, was a member of the board 
c of education and a director of the Citizens’ National Bank of Albert Lea. He 
also served on the pension board of fhe Spanish American War, from 1900 to 1906. 
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He was an inveterate reader in medicine and possessed one of the finest of 
‘ private medical libraries, including books and periodicals from leading German 
. universities. He had the first x-ray apparatus and established the first x-ray 
laboratory in Albert Lea. He was a solid general practitioner throughout horse- 
and-buggy days and gave special attention to obstetrics. He loved fine horses and 
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always drove spirited spans in caring for his large practice. Fees were small 
during the greater part of his allotted work days, but he attended diligently and 
faithfully all who called him, whether with or without prospect of remuneration. 

He was a tall stately gentleman, always neatly dressed, and wore a well-groomed 
full beard. He was slow and careful of speech, but possessed a brand of dry wit 
and humor that intrigued his friends, who often hailed him in passing in the 
hope of hearing a funny story or experience. He said to one of his good friends 
one day in discussing a fellow townsman, “That man talks too much.” The 
friend answered, “Well, Dr. von Berg, you will never be hanged for what you 
do not tell.” The doctor replied, “But I would rather be hanged for that than 
be accused of overstatement.” An anxious mother asked him eagerly concerning 
the medication for her child, “Doctor, what is this medicine for?” “That is for 
scarlet fever,” he replied. “And what is this other one for, please?” “That is for 
scarlet fever too,” he replied. 

But he was a kindly man and his heart was in his profession. He served in 
love of humanity, but with firm gentleness and gentle firmness. As long as he 
was able to practice, he continued his habit of standing by in the sick room when 
his patient was dying. Often sacrificing his own need of sleep and rest, he, by 
his presence, would add comfort and courage to that afflicted home, sitting quietly 
with his hand at the fleeting pulse. With his passing passed also the last in line 
of that nobility around here. 

Dr. von Berg was a deeply religious man, a member of the Methodist Church 
and the Knights of Pythias. During the forty-four years of his practice, his 
name and character were without spot or blemish. Of him his daughter Eva Lea 
writes: 


“Think of the wealth of good he has done, the fullness of the life he has lived, the thousands 
whose lives he has touched and blessed. How unstintingly he gave of his time and money to 
those in need. His integrity was without fear. What a heritage he has left us.” 


A very short time before he took to his last sickbed, the writer met him on the 
street. “What a strange coincidence,” he said, pulling out his watch and looking 
in the distance. “The court house clock has stopped, my watch has stopped, my 
income has stopped, and very soon, now, I shall stop.” Then he passed on with 
a smile. 


“Dr. Nichols, from Red Wood Falls, located at Hartland, comes 
well recommended, and already has a large practice. Will open a drug store.”— 
Standard, June, 1888. 

“Dr. Nichols skipped about 12 M. Quacks and humbugs in the medical line 
better steer clear of Hartland.”—Standard, July 12, 1888. 


“Dr. Hetlesaether, of Des Moines, Iowa, came to Alden in 1888, speaks 
Scandinavian and German.”—Enterprise, February, 1888. Evidently Dr. Het- 
lesaether remained only a very short time as there is no record of a continued 
practice. 


Dr. John Herman located at Albert Lea in the early part of November, 
1883, but in the same month moved to Spink County, South Dakota. 


Dr. O. H. Olson of Northwood, Iowa, located at Albert Lea in 1888. He 
was recommended as a finely educated and experienced physician. “At first his 
practice was successful, but it soon became known that he was an addict to 


MINNESOTA MEDICINE 











HISTORY OF MEDICINE IN MINNESOTA 


morphine and cocaine. About a year later his mind became affected and after a 
murderous attack on his wife, he was removed to an asylum in Ohio.”—Extracts, 
Nora Guthrey. According to the medical directory, 1900, Dr. O. Hansteen Olson 
was located at Erskine, Polk County. 
















Dr. Charles Monroe Cannon, an accomplished physician, surgeon, and 
gentleman, located at Alden in 1887. He evidently returned to continue his medical 
studies at Bennett Medical College, Chicago, from which he graduated in 1888. 
He married Edith Morey, a member of an early pioneer family at Alden, bought 
the residence of Dr. G. A. Stevenson, and decided to locate and become a perma- 
nent citizen there. He commanded the respect of the people-of the community, 
who considered themselves fortunate in securing such a capable and worthy citizen. 
In 1889 he received the appointment, under Congressman Dunnell, of physician in 
charge of the White Earth Indian Agency. In May, 1890, he re-located at Alden 
and continued to practice there until February, 1893, when he moved to Saint 
Paul, where he practiced until his death in 1923. He was a member of the State 
Board of Medical Examiners from 1902 to 1905. 









“Dr. Burt Robertson, one time at Alden, died in Graceville, Minnesota, 
October 14, 1896, of paralysis. He was editor of a paper at that place and was 
also a noted orator in that section of the country.”—Enterprise, October, 1896. 

































Dr. J. M. Todd.—The family “Todd” has a genealogy that dates back to 
Scotch ancestry prior to the fourteenth century. Some of the Todds migrated to 
England, and the earliest known English ancestor, John Todd, was High Sheriff 
of York, England, in 1390. Members of this Todd family came to America and 
settled in Massachusetts, Virginia, and Connecticut. 

Christopher Todd, born at Pontefract, England, in 1617, was the first to come 
to America. He landed in Boston in 1637 and settled at New Haven, Connecticut, 
where he became a farmer, miller, and baker. The Connecticut Todds were pro- 
genitors of their namesakes in these sketches. Many of their line became promi- 
nent in the pulpit and in medicine. A number served with distinction during the 
Revolution. Rev. James Doeg Todd, father of the two doctors, James M. and 
William E., was born at Mina, Chautauqua County, New York, November 22, 
1826. In 1843 the family moved to a farm at Mount Hope, near Apple River, 
Illinois. “Rev. Todd studied theology with the first class enrolled at Beloit Seminary, 
Beloit, Wisconsin, and from 1859 served congregations in Wisconsin, Iowa, Min- 
nesota, Kansas, and finally in Maryland up to the time of his death at Hagers- 
town in 1914. He had seven children, of whom Drs. J. M. and Wm. E. Todd 
were the oldest. 

Dr. James Marcus Todd was born on the farm near Mount Hope, Illinois, 
October 12, 1858. He studied at Beloit College and from there went to North- 
western University, where he attended the medical school, from which he gradu- 
ated in 1887. In the meantime he had read medicine with Dr. Wedge, and on his 
ascent as preceptor, went to Madison, Minnesota, where he practiced part time 
through 1886 and 1887. After graduation he returned to his practice at Madison 
until 1889, when he located at Albert Lea. Here he married Nora Abbot. They 
had one son, Russel Webster Todd, who was born in Madison, Minnesota, in 
January, 1888, and graduated from Princeton University in 1910 and from 
Columbia Law School in 1913. 

Dr. James M. Todd was a man of unusual natural ability, was well grounded 
in the arts and sciences, and possessing, as he did, an appealing personality, soon 
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made his presence felt in the field of medicine and also in civic affairs. By his 
skill and devotion to the duties of his profession, he won the confidence of the 
public to an extent seldom realized, and early in his career drew commendations 
from every quarter. For several years he was president of the Board of Health 
of Albert Lea. He was urgent about quarantine and the care of infectious and 
contagious diseases and also about general sanitation relating to sewage disposal, 
dumping grounds, the regulation of meat markets, and the slaughtering of meat 
animals. 

In 1894 he built and equipped a small hospital, called Albert Lea Hospital. He 
advertised this in the weekly papers by showing a photograph of his building, 
“a thoroughly equipped hospital with trained nurses, electric and medicated baths, 
and with every convenience for treating chronic and surgical diseases.” 

Attempts had been made, with Dr. Todd’s unqualified support, to interest the 
public in buying and maintaining a public hospital for the benefit of all and open 
to all. Dr. Todd’s little hospital received favorable consideration, but negotiations 
fell through, and the discouraged doctor sold his hospital in 1897 and went to 
New York City. 

In New York City he joined his brother, David R. Todd, in forming the 
Center Realty Company, which built some of the city’s outstanding apartment 
houses, apartment hotels, and office buildings, such as the Wentworth, York, Bis- 
mark, Severn, Van Dyke, and Equitable Trust Company. With the retirement of 
his brother in 1916, Dr. Todd formed a new partnership with Hugh S. Robertson, 
and three years later they joined the firm of Todd, Irons, and Robertson, headed 
by John R. Todd, another brother. This firm built the Central Building at 25 
Broadway and reconstructed the Guarantee Trust Building. Next the firm became 
the Todd, Robertson, Todd Engineering Company in 1922, when Henry C. 
Irons left it. This firm concentrated in mid-town construction and built the Ritz 
Tower, the Postum Building, the Barclay Hotel, and the Graybar building. 

In 1928 this firm, with the firm of Todd, Brown, Inc., of which Webster B. 
Todd, Dr. Todd’s nephew, was a member, contracted for the reconstruction of 
Williamsburg, Virginia, where John D. Rockefeller, Jr., financed the rebuilding 
of the Colonial Community in its original architecture. 

Until his retirement in 1937, Dr. Todd was particularly active in the mechanical 
and engineering development of Rockefeller Center, which Todd, Robertson, Todd, 
and Todd and Brown managed since construction began in 1931. The firm super- 
vised the contracting, architecture, and rentals of the Center. John R. Todd was 
credited with the largest share of this direction. 

Dr. J. M. Todd, whose home in New York was at 42 Fifth Avenue, was a 
trustee of Beloit College, to which he often contributed. He also aided Boothbay 
Harbor, Maine, where he had his summer home. He equipped the town office 
there at his own expense. Dr. Todd’s interest in Beloit College became evident 
in 1921, when he made large gifts for scientific equipment. When plans were 
discussed for construction of men’s dormitories on the campus, he gave gener- 
ously, both of his engineering skill and of his finances. He also provided the 
department of science with modern equipment and reference books. He was 
responsible for rebuilding and re-equipping the departments of chemistry, physics, 
mathematics, and geology. 

Dr. Todd practiced medicine in Minnesota for ten years, and his success in this 
field was unqualified. For forty years and with the same success, his energies 
and his skills were devoted to constructing a number of the largest projects in the 
largest city of our land. As with James J. Hill, when Hill had finished his 
Great Northern Railroad, Dr. Todd might justly have said, “I have put my 
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mark on the face of the earth and they cannot rub it out.” Dr. Todd died at his 
Boothbay Harbor home in January, 1939, at the age of eighty-one. 





Dr. Gaffney came to Hartland in 1890. According to old residents there, 
he was not a doctor. Records show that he operated a meat market in 1890-91 
and then rented the market and learned telegraphy. His next venture was the 
raising of trotting horses. In 1893 he was at Independence, Iowa. 





Dr. Lang located at Hartland in 1890. In 1991 he moved to New 
Richland, Waseca, County, but came to Hartland every Thursday. 






Dr. John Watson, a graduate of the Medical College of Utica, New York, 
came from Minneapolis and located at Alden in 1892. He was at that time about 
sixty years of age. He did not remain long at Alden, but moved to Mountain Lake 
and from there returned to Minneapolis. He married a Miss Heinke of Minneapolis. 


Dr. Merton L. Head was born at Albion, Wisconsin, December 14, 1867. 
Following his boyhood country schooling, he studied at Albion Academy and later 
taught country school. He matriculated at Rush Medical College and in 1894 
graduated from there and went directly to Hartland to begin the practice of 
medicine. In 1896 he married Margit Torkildson of Hartland and to this union 
nine children were born. His wife was killed in an automobile accident in 1931, 
and in 1938 Dr. Head married Mrs. Elizabeth Stieler. In 1911, on advice of 
physicians at Mayo Clinic, Dr. Head sold his practice at Hartland. He moved 
to a farm two miles south of Albert Lea and became an ardent dairyman and 
a breeder of Jersey cattle, continuing a successful business until the time of his 
marriage in 1938, when he retired. He died at Albert Lea, December 16, 1941, 
of coronary thrombosis, aged seventy-four. 

Dr. Head was a fine gentleman and a devoted husband and father. He gave 
unstintingly of himself in his large but arduous practice. His entire span of 
medical practice was in the horse-and-buggy days, and if one could enlarge on 
some of the details of his daily calls through winter’s storms and springtime’s 
mud, episodes would be revealed that would match any on record for hardships 
and endurance. He was admired and loved by his patients, fellow townsmen, and 
all with whom he came in contact. 





















Dr. William E. Todd was born April 26, 1861, at Willow Creek, Wisconsin, 
where his early schooling began. From 1869, his father held pastorates at Winne- 
bago City, Granite Falls, Wabasha, Albert Lea, and finally at Altamont and 
Independence, Kansas, where he served until 1888. William graduated from 
Emporia College with the B.A. degree in 1886. He graduated from North- 
western University Medical School in 1890; and after his hospital internship, he 
took up practice in the logging and mining region about Neaunee, in the upper 
peninsula of Michigan. He married Maud Augusta Roller of Altamont, Kansas, 
in November, 1890, and then went to Madison, Minnesota, where he bought his 
brother J. M. Todd’s practice, house, goods, and horses and continued there 
until 1895, when he came to Albert Lea. He practiced here with: his brother, 
assisting him in the work in his new hospital until his brother went to New York 
City in 1897. He continued in a successful private practice here until 1912, when 
he moved to Hagerstown, Maryland, where his aging parents lived. He con- 
tinued an interesting and successful private practice at Hagerstown, but being 
a true westerner, it took him a little time to adjust himself to the customs of 
the East. He attended courses in medicine at Johns Hopkins Medical School 
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and continued practice until his death. He was a true pioneer, a great reader, 
was interested in art and music, and loved humanity, particularly children. He 
voted the Republican ticket and was a delegate to its state’convention in 1888. 
He was affiliated with the Knights of Pythias and the Order of Odd Fellows 
and attended the Presbyterian Church. He did a great deal for charities and 
was a poor collector. He drove fast horses and loved to hunt and fish. He 
died at Hagerstown in 1926, aged sixty-five. He had two children: Gertrude 
Elizabeth, who was born April 20, 1892, and graduated with the B.A. degree 
from Gaucher College, Baltimore, in 1915; and James Roller Todd, who was 
born May 15, 1894, graduated from Mercersburg Academy in 1915, and studied 


at the University of Virginia two years when he enlisted in aviation in World 
War I. 


Dr. Henrik Nissen was born April 22, 1864, at Mahlseven (County of 
Tromso) Norway. He attended a well-known private school for boys in Oslo, 
and passed his entrance examination to the University of Oslo with distinction, 
at the age of eighteen. A year later, he entered upon his medical course at the 
same university. His degree in medicine was granted in 1888. 

His later training consisted of postgraduate work in eye, ear, nose, and throat 
in New York and Chicago in 1893, and in Berlin and Vienna in 1897. He 
practiced three years at LaCrosse, Wisconsin, where he located when he came to 
America, and in 1892, he moved to Albert Lea where he soon established a good 
general practice. He later built a large building for hospital purposes, with a 
drug store on the ground floor. This building, known as the Nissen Block, is 
now taken over by a large mercantile company. He served on the Minnesota State 
Board of Health with Dr. Charles Mayo and Dr. Peter Hewitt, secretary, in 
1895 and 1896. After his return from Europe in 1897 Dr. Nissen located in 
Minneapolis where he earned a splendid reputation as a specialist in eye, ear, 
nose, and throat. 

Dr. Nissen was a lineal descendant of Hans Egede (1708-1789), recorded in 
history as “Greenland’s Apostle” for his pioneer work as a missionary among the 
Eskimos in Greenland. Both his grandparents were doctors, as was his father’s 
brother, Dr. Oscar Nissen. His father, Adam Vilhardt Glahm Nissen, born in 
1837, died at age twenty-nine, having served as forester and agriculturalist in 
north Norway. His mother, Martha Elizabeth Istad, was born in Farsund, Nor- 
way. Of that marriage, only her son Henrik survived her. Dr. Nissen married 
his cousin, Fayette Pauline Egede Nissen, at LaCrosse, Wisconsin, in May, 1889. 
To this union six children were born: Arvid Egede Nissen, Upper Darby, Penn- 
sylvania, metallurgist ; Dagny Egede Nissen, who died in 1938, having served five 
years as librarian in the American Library in Paris, and as hostess for the En- 
listed Men’s Club at Ft. Snelling; Henrik Egede Nissen, graduate of the Min- 
nesota Agricultural School, served in the U. S. Marine Corps, 1917-1919; Ingrid 
Egede Nissen (Mrs. Cooper Francis), Greenwich, Connecticut ; Sophie Elizabeth 
Nissen, assistant professor in romance languages at the University of Minnesota; 
Bergelot Egede Nissen (Mrs. Robert Burgess, Jr.), New York City. 


Dr. Nissen was a gifted gentleman, well built, slender, moving with easy grace, 
fond of nature and interested in botany and zoology. In all, he was a fine com- 
panion, of even disposition, lively, fun-loving, and congenial. He left Albert 
Lea because he wanted his six children to be able to live at home while they 
attended the university. His country calls, which came to him, as well as the 
other doctors, at all hours and in all weather conditions, were often long and 
strenuous. He kept four horses and a stable boy who usually drove for him. 
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During the six years that he practiced here he found his full share of Freeborn 
County mud both from underfoot and from the whirling wheels, and had narrow 
escapes from runaways and violent storms. He rode horseback for exercise and 
pleasure, and together with his wife, would often walk the five miles around 
Fountain Lake on summer evenings. His favorite pastime was to listen to his 
wife play the piano and sing his favorite songs, or to play chess. In season, he 
enjoyed duck hunting with friends. 

In 1905 he took a trip to Ft. Francis, Canada, and from there he visited by 
canoe some of the lovely islands dotting Rainy Lake where he found their rock- 
bound shores appealing. On one of these he built a substantial winter home, and 
when he found his health failing about four years before his death, he retired 
from active practice and spent most of his time in this home. In the winter of 
1935-1936 he realized that his days were numbered and returned to his home in 
Minneapolis. He died May 7, 1936 (Obituary, Minneapolis Journal, May 8, 1936). 


Dr. William L. Palmer, the fourth son and the youngest of nine children 
of the Rev. and Mrs. Daniel R. Palmer, was born on the family farm near Shell- 
rock (now Glenville), Minnesota, September 22, 1867. The family came originally 
from England. Zachary Palmer, the son of a minister and the progenitor of this 
branch of the family, settled in New England in an early day. He had four sons 
of whom the oldest was the Rev. Daniel H. Palmer, the father of the subject of this 
sketch, and five daughters. The youngest son of Zachary Palmer, Frank W., 
took up newspaper work at an early age. He was co-founder of a daily news- 
paper at Des Moines, Iowa, and later co-founder of the Chicago Inter-Ocean." He 
served as postmaster of the city of Chicago, and next assumed the office of public 
printer during the administration of Benjamin Harrison and Grover Cleveland. 

The Rev. Daniel H. Palmer, after graduating from the Baptist Theological 
Seminary, served two years as colporteur before his ordination into the ministry. 
He married Mary Caroline Buck of New York. They served congregations in and 
around Argyle, LaFayette County, Wisconsin, until 1863, when they moved to 
Freeborn County and filed on a homestead near Glenville. The Rev. Daniel H. 
Palmer founded the Baptist church at Albert Lea, the one at Northwood, Iowa, and 
organized a class at Glenville. He held services at Northwood and at Albert Lea 
for years, either walking from Glenville or driving a yoke of young oxen, to meet 
his appointments on alternate Sundays. Once, with a companion, he had a narrow 
escape on a trip to Northwood by losing the trail in a Minnesota blizzard. During 
the week he taught in the old “Green” school, and when he was called away his 
wife would take his place in the school room. Owing to bad weather and lack of 
roads, the Palmer children were taught at home until they were old enough to face 
the hardships of walking the necessary miles to school. 

When the Rev. D. H. Palmer died in 1872, at the age of forty-eight, the twenty- 
one year old son, Morris, assumed the care of the homestead and family until his 
death in 1882. The daughter, Sarah E. Palmer, taught in the high schools of the 
state after her graduation from the University of Minnesota. In 1898 she went to 
Adyar, India, where she taught in schools of higher learning for more than forty 
years. She was active in school work and literary circles until she died there in 
1945 at the age of ninety-one years. Daniel S. Palmer, the second son, graduated 
from the medical school at Cincinnati, Ohio. He practiced medicine for many 
years at Holdrege, Nebraska. He is survived by one daughter, Mrs. Ruth Schmil- 
kin, now connected with the state university at Lincoln, Nebraska. 


Mary Alma Palmer married James S. Casper, and they are survived by one son, 
Guy. Clara Jane Palmer married Benjamin Shafer of Mankato, and they are sur- 
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vived by one daughter, Mrs. Lottie M. Owens of Taft, California. Martha F. Pal- 
mer married Arthur W. Trow of Glenville, who for many years lectured on 
dairying with the Minnesota State Institute. They are survived by two sons: 
Clinton F. of Ontario, Oregon, and A. Palmer of Seattle, Washington. Frank H. 
Palmer studied theology and was of the fourth generation to become an ordained 
minister. He married Clara Marving of Glenville. Both died early, leaving no 
living descendants. Viola N. Palmer married J. Bartlett of Glenville. Their only 
son died in childhood. Seven of the Palmer sons and daughters taught in the old 
“Green” school in the early days, and each of the seven married a school teacher. 


Dr. W. L. Palmer was five years old when his father died. After -his brother 
Morris’ death he became, at the age of fifteen years, his mother’s chief support and 
companion until her death. Like the other children, he received his schooling at 
home until he was old enough and rugged enough to venture the long trail to the 
old “Green” school house. After finishing rural schools he attended the Albert Lea 
High School. Very early in life he chose the medical profession as his career, and 
after teaching in rural schools of Freeborn County for two years, he began the 
struggle to achieve his cherished goal. He went to Wisconsin, where he engaged in 
the milling business and became head miller in a 150-barrel mill. He continued 
work here for four years but also found time to study medicine under a preceptor. 
During these busy years he studied pharmacy and passed the Wisconsin State 
Board as an assistant pharmacist. He matriculated at Rush Medical College in 
1893 and graduated in 1896, with the distinction of being elected president of his 
class. He began his practice at Glenville the same year, serving the surrounding 
community for ten years through horse-and-buggy days. He kept three span of the 
best driving horses obtainable, and two drivers because often his only sleep was 
during travel between cases. He located at Albert Lea in 1906, where for several 
years the leading surgeons had been Dr. Frank A. Blackmer and Dr. Henrik Nis- 
sen, and the leading physicians Dr. A. C. Wedge and Dr. J. P. von Berg. His 
ability and sincerity were soon recognized, and he was received with friendly co- 
operation. 


Dr. W. L., as he is affectionately known throughout this community, because of 
his skill, personality, and loyalty, soon acquired a wide reputation as a surgeon. His 
unfailing promptness in responding to calls from patients and from doctors need- 
ing assistance, won for him life-long friendships of both doctors and patients 
throughout this and adjoining counties in Minnesota and Towa. One instance of 
this promptness and loyalty to a doctor friend occurred on a bitterly cold and 
stormy December midnight thirty years ago. The patient, with a ruptured tubal 
pregnancy, was, by the very liberal hypodermic use of the “king” of all medicines, 
bundled and placed from the floor onto a barn door and transported four miles on 
top of an old open, two-seated Buick. When the anxious doctor and his patient 
arrived, Dr. W. L. had already checked in at the little four-bed cross-road hospital 
after his twenty-eight mile drive over drifting snow-covered roads. But aside 
from a few sponges, there were no sterile goods at hand. So the old wash-boiler 
was filled with towels, gowns, and sheets and W. L. stripped to his waist, draped 
the patient and himself with wet sheets, towels, and gowns, and finished the bloody 
job successfully. But the husband in this case had just had a sale and was to move 
across the border the next day. He was told that the fee would be about one-half the 
price of a decent funeral. The village banker was hustled out of bed, the fee was 

- paid, and W. L. was on his way back to Albert Lea in time to meet his appoint- 
ments. He was built for service, being six feet tall, straight as a ramrod, weighing 
235 pounds, and always willing. Now retired at age of eighty-one, he prefers to 
go to his north woods cabin and do his fishing through the ice. 
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After locating at Albert Lea he took a very active part in founding the Naeve 
Hospital and its staff, of which he was elected the first president. He specialized 
in surgery, obtained degrees from New York Polyclinic and Chicago College of 
Surgery, and attended European clinics. He is a member of the American College 
of Surgeons, the AMA, and the Minnesota State and Freeborn County Medical 
Societies. During World War I he served as captain in the Medical Corps, 1917- 
1918. In 1889 he married Ida May Trow. His only child, a son, Dr. C. F. Palmer, 
a graduate of Rush Medical College, after serving internships in the Presbyterian 
and Washington Boulevard Hospitals in Chicago, joined his father in medical 
practice in 1922. This partnership was expanded to include four more members 
and became the Albert Lea Medical and Surgical Center. 

After having served the community for fifty years, Dr. William L. Palmer re- 
tired from active practice in 1946, and since then has given his entire attention to 
his farms and extensive general investments. 


Dr. Olav E. Rodli was born in Nordland, Norway, December 8, 1867, and 
received his early schooling there. He entered the preparatory school at Oslo, re- 
ceived his B.A. degree from the University of Oslo, and graduated from the medical 
department of that university in 1892. He came to Albert Lea in 1896 and began 
practice as assistant to Dr. Henrik Nissen. After Dr. Nissen moved to Minne- 
apolis in 1897, he continued private practice until 1919, when he retired to devote 
his time to managing the family farms. He married Nora Guldbrandson and with 
her had four children: Gilbert, Roal, Ruth, and David. His wife died in 1918. 
Dr. Rodli left Albert Lea in 1931 and is now residing with a son who lives in 
Pennsylvania. 


Dr. George H. Briggs was born at Keene, New Hampshire, January 30, 
1827. He practiced at Keene but where he graduated in medicine is not known. He 
moved to Delavan, Wisconsin, and practiced there until he enlisted for service in 
the Civil War and served as surgeon in a Wisconsin regiment. After the war he 
practiced for two years at Delavan and then established a drug store there. He 
came to Albert Lea in 1892, established a drug store and continued in that business 
until his death December 12, 1907. His son, Charles Briggs, took over the drug 
store after his father’s death and continued the business for years until his death. 

Dr. Briggs never practiced medicine in Freeborn County. A kind, gentle, and 
deeply religious man, he was highly esteemed as a citizen, neighbor, and friend. 
He had six children, of whom two died at an early age; a daughter, Helen, who 
became a music teacher at Macalester College ; and a son who became an officer in 
the Salvation Army. 


(To be continued in March issue.) 
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President’s Letter 


IS IT WORTH TWENTY-FIVE DOLLARS TO YOU? 


At the Interim Session of the House of Delegates of the AMA, held in St. 
Louis November 30—December 1, 1948, a resolution was unanimously adopted 
to authorize the Board of Trustees to levy an assessment of twenty-five dollars 
on the members of the AMA. These funds are to be utilized to form a national 
planning committee “to guide a nationwide plan of education on the progress of 
American medicine, the importance of conservation of health and the advantages 
of the American system in securing a wide distribution of high quality medical 
care.” These funds will also aid in enlarging and increasing the activities of the 
office of the AMA in Washington, D. C. 


Since the first social insurance laws were passed by congress in 1911, continuous 
attempts have been made by the socializers in the federal government to expand 
this program. This was climaxed by the introduction of the Wagner-Murray- 
Dingell bill in 1943 and again in 1945. Neither of these bills came out of the 
committee rooms. 


On December 10, 1946, Thomas Perron, surgeon general of the U. S. Public 
Health Service, advised his field men that the executive agencies of the govern- 
ment had been instructed by President Truman to assist in carrying out the 
proposed National Health program. The U. S. Public Health Service then 
launched a series of so-called health workshops throughout the country, including 
Minnesota, to develop pressure groups for the insurance program and generating 
public sentiment in favor of socialized medicine. About 45,000 federal employes 
were so engaged and about $75,000,000 of the taxpayers’ money was expended. 
It is absolutely contrary to law to use federal funds to influence legislation pending 
before congress. The Harness investigating committee reported (House Report 
786, 80th congress) this to the U. S. Department of Justice, with the request 
that the Attorney General at once initiate proceedings to stop this illegal expendi- 
ture of the taxpayers’ money. 


I am submitting this information simply to emphasize the powerful influences 
at work to force socialized medicine on the American public. In September, 1948, 
Oscar R. Ewing, federal security administrator, at the request of the President, 
prepared a report, 186 pages long, entitled, “The Nation’s Health, a Ten-Year 
Program.” This report should be carefully studied by everyone interested in 
socialized medicine. In it are many misleading statements which cannot be sub- 
stantiated scientifically. 
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In this report Mr. Ewing furthermore suggests the free choice of physicians, 
retaining the confidential physician-patient relationship, et cetera, the professional 
freedom of accepting or rejecting patients, the right to choose the method of pay- 
ment for services rendered. Doctors, he states, could expect to earn better incomes 
under an insurance system than they do now. 


Personally, I do not believe that a Compulsory Health Insurance law would ever 
contain these provisions, but that the ultimate outcome would be a panel system 
on a salary basis for physicians. A recent newspaper release stated that the new 
compulsory health insurance bill will be very similar to the two previous Wagner- 
Murray-Dingell bills. These definitely included a panel system, or salary basis, 
for physicians and no free choice of physicians. 


History has demonstrated repeatedly what socialized medicine has accomplished 
in every country where it has been established: a deterioration in the quality of 
medical practice and a decrease in scientific progress. Great Britain, with its ex- 
tensive socialized program in all fields, is the most recent example of how this 
program affects the individual, the public and the nation. 


With a President and a Congress favorable to national compulsory health in- 
surance, the medical profession of this country is confronted with the most 
critical period in its entire history. The American public is not as much interested 
in the medical profession as in its own personal welfare. Therefore, along with 
the educational program suggested by the AMA it is fully as vital to have the 
American public realize that socialized medicine will: 


1. Affect the happiness of every family, by depriving its members of the free 
choice of physicians ; 


2. Affect the health of every family, because medical service will be inferior ; 


3. Affect the income of every family, because all earned income up to $4,800 
will be taxed at least four per cent, besides additional federal tax to make up the 
deficit. (This program will incur an annual federal expense of 5 to 10 billion 
dollars for the American taxpayer. The delusion that this program will furnish 
free medical care must be corrected.) ; 


4. And, most important, socialized medicine is merely a stepping stone to further 
complete industrial socialization of our country. 


Do you want the government to take over your business? 


Full-hearted co-operation will prevent this. 


President, Minnesota State Medical Association 
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D. P. PHYSICIANS 


ONSIDERABLE newspaper publicity has 

been given to the disappointment of two 
physicians (displaced persons) who had come to 
this country from Europe, one to a locality in 
Wisconsin and another to Minnesota, expecting 
to practice medicine in these new locations. The 
unfortunate plight of most D. P.’s is deplorable. 
and the disappointment. of these two physicians 
naturally appeals to the sympathy of true Ameri- 
cans. The unfortunate occurrence has led certain 
newspapers to play it up as a sob story and point 
the finger of blame at the medical profession—to 
the undoubted delight of those unfriendly to the 
profession. 

Each state has its Board of Medical Examiners 
composed of physicians whose function it is to 
pass on the qualifications of those who are 


licensed to practice medicine. This is to assure 
that only those who have had proper training in 


medicine and are of sound character obtain 
licenses to practice the healing art. This is pri- 
marily for the protection of the public against the 
incompetent and. dishonest doctor. We do not 
know of any State Examining Board that has 
deliberately refused to license a physician able 
to pass the required examinations simply to pre- 
vent competition. By and large the law of supply 
and demand is allowed to control the number of 
licensed physicians in any state. 

Laws regarding the licensing of physicians dif- 
fer in the different states. In some states licens- 
ing is controlled by regulations passed by the 
Boards of Medical Examiners. Some states re- 
quire full citizenship; others require first papers ; 
some require a year of internship in a hospital 
within the state; many require credentials as to 
medical education which are often impossible to 
obtain. Our boards have no way of ascertaining 
the worth of some credentials which have been 
presented by D. P.’s and in some instances those 
presented have proven bogus. 

Medical education in certain European countries 
has been in a deplorable state during the past 
decade. Under the Nazi regime, numbers rather 
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than quality was the objective. How can a board 
judge the qualifications of a physician trained in 
Russia? The same applies to Poland. Austrian 
medicine, which not so long ago represented the 
acme of medical training, has had no opportunity 
to keep abreast of the outstanding advances in 
therapeutics such as the use of the antibiotics. 

It is said that some 6,000 D. P. physicians have 
entered the United States up to 1942, 3,500 of 
whom have been licensed. The greatest influx 
has been in the eastern states, notably New York 
and Massachusetts. Many State Boards have con- 
sidered the state of D. P. physicians with much 
sympathy and have permitted applicants to take 
and retake examinations repeatedly. Actually it 
is much easier for a D. P. physician to obtain a 
license to practice in this country than for an 
American physician to be licensed in most foreign 
countries. 

The first article in this issue of MINNESOTA 
MEDICINE contains informative material prepared 
by the Minnesota State Board of Medical Ex- 
aminers and should be read by members so they 
may become posted on the subject of the licensing 
of displaced physicians in Minnesota. It shows 
that the Board has acted within its rights, as 
established by law, in the passing of regulations. 
In requiring citizenship before a physician is al- 
lowed to take examinations for licensure, the 
Board is not exceeding the requirements for law- 
yers, dentists and pharmacists. It is on this re- 
quirement that some have felt that the Board has 
been too exacting, and that the taking out of first 
citizenship papers and thus signifying the inten- 
tion of becoming citizens should be sufficient. The 
possession of medical knowledge sufficient to pass 
the examinations and a good moral character 
should be the prime requisites for licensure. The 
latter may well be more difficult to determine than 
the former. 

That 99 per cent of those examined in the past 
twenty-one years have passed the examinations and 
have been licensed does not indicate that the 
Board’s activities have been directed towards limit- 
ing competition by unduly restricting the issuance 
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of licenses, a view that has been inferred by recent 
newspaper articles. The registration of one physi- 
cian for every 700 people in the state does not 
suggest a great dearth of doctors in Minnesota. 
The problem, if any, is rather one of distribution 
than numbers. 

Before this appears in print, the Board will 
have had another meeting. What action, if any, 
will be taken to ease the plight of D. P. physicians 
will have been made public. The Board’s function, 
that only physicians with proper training and good 
moral character be licensed to practice, should 
not be interfered with by outside pressure. 





INFANT MORTALITY 


HE article on Minnesota’s Maternal and Child 

Health Program by Dr. A. B. Rosenfield, Di- 
rector of the Division of Maternal and Child 
Health of the Minnesota Department of Health, 
which appears in this issue reveals some facts 
which are not generally appreciated. 

The statement that there are more deaths in 
the first year of life than in the age group of two 
to thirty-five, inclusive, is startling. Although in- 
fant mortality in Minnesota has been reduced 
from 70 per 1000 live births in 1915 to 28.6 in 
1947, the first year of life still constitutes a 
hurdle for the newborn. This satisfying decrease 
in infant mortality has been largely affected in in- 
fants in the age period of one month to one year, 
which indicates that the first thirty days of life 
are the most hazardous. 

The author’s analysis of the deaths in the first 
month of life indicates that half are due to pre- 
maturity, an obstetrical problem. That pre- 
maturity is ninth in the list of causes of death in- 
dicates the importance of the problem. The 16.3 
per cent due to birth injuries merits an analysis 
with the expectation of a reduction. Until we 
know more about the cause of congenital mal- 
formation, the 15.4 per cent due to this cause can- 
not be bettered. 

Another point which the author emphasizes is 
that only 50 per cent of Minnesota children are 
fully immunized before entering school. The fact 
that twenty-five deaths from whooping cough 
during the first year of life occurred in 1947 and 
over a third of the twenty deaths from diphtheria 
occurred under the age of five, indicates the ad- 
visability of. carrying out the immunization pro- 
gram against smallpox, diphtheria, whooping 
cough and tetanus in the first year of life. 
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ANTIVIVISECTIONISTS 


NTIVIVISECTIONISTS for the most part 

are individuals who have allowed sentimen- 
tality to outweigh their judgment. Although some 
of the leaders in the antivivisection society may 
have ulterior motives, such as personal financial 
gain, or possess the type of minds that are “agin” 
everything, it is undoubtedly true that the ma- 
jority of members are swayed by the feeling that 
it is not right to make animals, and especially the 
dog, who is known as man’s best friend, suffer. 
They do not have the full picture as to the im- 
portant part played by animals in medical progress. 


The public does not know the part played by 
the frog, guinea pig, rabbit, cat, dog and horse 
in medical progress. The marvelous advance in 
our knowledge of physiology, surgery and thera- 
peutics would not have been possible without the 
experimental use of animals. The large-scale 
production of diphtheria antitoxin would not be 
possible without the use of the horse. The suc- 
cessful treatment of rabies utilizes the rabbit. The 
development of insulin would not have been possi- 
ble without the use of the dog. The marvelous 
advances in surgery of the blood vessels, heart, 
lung, stomach and intestines would not have been 
possible were it not for trials on animals. The 
sulfa drugs and the new biotics, such as penicillin 
and streptomycin, had to be first tried out on ani- 
mals. These are only some of the examples of the 
service rendered humanity by animal experimenta- 
tion. Certainly no one could advocate experimen- 
tation, a la Hitler, on human beings. 


Proponents of antivivisection do not mention 
the medical progress which has resulted from the 
experimental use of animals. They do not men- 
tion that all experimentation on animals is super- 
vised in medical schools, for the most part, and 
that pain is largely minimized by anesthesia and 
narcotics, and that animals sent to dog pounds are 
uselessly slaughtered. To be consistent, they 
should pledge themselves never to use any thera- 
peutic measure which has resulted from animal 
experimentation—insulin, liver extracts, anti- 
toxins, penicillin, et cetera—to become vegetarians, 
refuse to wear fur coats and feathers. 


The crusading activities of antivivisectionists 
have been on the increase in recent years and 
have acquired an estimated 10 per cent of the 
population in society membership. Their activities 
in attempting to pass legislation which would 
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throttle medical research have necessitated expen- 
ditures of thousands of dollars in thwarting them. 

The attitude of the medical scientists in the past 
has been one of non-resistance, except when at- 
tempts at legislation have gone too far. 

At a meeting of the Association of American 
Medical Colleges, held in Detroit in 1944, a com- 
mittee was appointed to formulate a plan to build 
up public understanding and support for experi- 
mental research. As a result, in 1945 the National 
Society for Medical Research was founded to en- 
courage and advance research in biology, medi- 
cine, dentistry, pharmacy and veterinary medicine, 
to disseminate knowledge regarding the necessity, 
the humane character and accomplishments of 
animal experimentation, and to foster research 
leading to prevention, control and cure of diseases 
in man and animals. 

It was realized that there was need for a com- 
plete change of policy on the part of. science from 
one of passivity, which meant the avoidance of 
even the mention of the use of animals in the in- 
terests of science, to a definitely aggressive policy, 
which meant the publicizing of the part played 
by animal experimentation. There must be an 


adequate and legally protected source for ani- 
mals essential for experimentation. Legal action 
must be taken to counteract the obstructive activi- 
ties of the antivivisectionists. 


As a result, some 225 organizations are now 
supporting this new National Society for Medical 
Research. The society carries on a publicity cam- 
paign to acquaint the public with the true facts 
about the part played by animal experimentation 
in medical research. Newspapers, the leading lay 
magazines, and the radio are all being utilized. 
Newspapers, except for the Hearst-owned ones 
and the formerly Hearst-owned Washington 
Times-Herald, for the most part, have been co- 
operative in presenting the true picture. In the 
past three years, there has been a marked in- 
crease in the percentage of favorable over un- 
favorable newspaper articles published. 

The National Society for Medical Research is 
a federation of scientific and civic societies formed 
to supply the facts about animal experimentation 
to the public in order to allow medical science to 
advance unhindered by misguided obstructionists. 
Members of the medical profession, as well as 
scientific groups, may lend their support by send- 
ing contributions to the Society at 25 East Wash- 
ington Street, Chicago 2, Illinois. 
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RETIREMENT OFFERED MEDICAL RESERVE 
CORPS OFFICERS 


COLONEL ROLAND S. HENDERSON, USA 
Minneapolis, Minnesota 


There are few members of the medical profession to- 
day who are unaware of the urgent need for their serv- 
ices by the Army Medical Department. As the Armed 
Forces expand, there has been a corresponding increase 
in the amount of medical services to be rendered. The 
Selective Service Act of 1948 provides that “no person 
shall be inducted until adequate provision shall have 
been made for medical care.” The Services must meet 
that requirement. The Medical Department must con- 
tinue to provide that medical care. To assist it in this 
ever-expanding task, the Medical Department has found 
it necessary to call for volunteers from doctors, den- 
tists, and nurses in civilian practice. 

In seeking to reinforce its professional staff, the Army 
has set up aggressive programs for those specialists wish- 
ing.to-make the military service a career, and for those 
choosing .to assume a standby status as Reserve Officers. 

Current regulations provide that commissions in the 
Officers Reserve Corps may be granted to doctors, den- 
tists, and nurses who have served honorably in the Army 
during World War II, are able to meet the minimum 
physical requirements, and who have not attained their 
60th birthday. 

However, appointments are not limited to those with 
prior military service. The Department of the Army in 
its Circular 210, 1948, authorizes commissioning of doc- 
tors, dentists, and nurses without prior military service, 
provided they are licensed to practice their particular 
profession, can meet certain age requirements, and are 
physically qualified. 

In any event, specialists from Minnesota may apply for 
their Reserve commissions through the office of the Min- 
nesota Senior Army Instructor for the Organized Re- 
serves, located in Room 310, U. S. Federal Office Build- 
ing, Minneapolis 1, or at the nearest Organized Reserve 
Office. 

Reservists are credited with one point per day for 
each day of active duty training or extended active 
duty, in which instance they may accumulate and receive 
credit for more than the 60-point maximum mentioned 
above. 

Every year of service as a member of a reserve com- 
ponent prior to the enactment of the retirement act last 
summer is deemed to be a year of satisfactory Federal 
service. This is not to be construed as meaning that 
newly commissioned officers without prior military serv- 
ice are ineligible for the provisions of the Retirement 
Act. 

To clarify the manner in which a Reserve Officer com- 
putes his retirement pay, the following example is given 
with the suppositions indicated : 

The Reservist concerned was born in 1910 and joined 


Colonel Henderson is Senior Army Instructor for the Organized 
Reserve Corps in Minnesota. 
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the Reserve Corps in 1935. He went into active Federal 
service December 1, 1941, and was separated December 
1, 1946 (five years). He maintained a satisfactory status 
in the Reserves until his sixtieth birthday, 1970, at which 
time he was retired in the grade of Colonel. 


1935 to 1941—6 years multiplied by 50 points , 
WE viecdacnac caver sso cswngeerawe ces 300 points 
(Each year of service as a member of Re- 
serves prior to enactment of Act is deemed 
a year of satisfactory service for which 50 
points is authorized) 

1941 to 1946—5 years (active duty) multi- . 
plied by 360 equals. .........2+:+++s0+s00: 1,800 points 
(1 point for each day of active wana 
service) 


In the 24-year period, 1946 to 1970, he received retire- 


ment credit for participation in the Reserve program as 
follows: 


He spent two years on extended active duty— 
360 points (1 point per day of active duty) 
SE RT en ere 720 points 
One year he attended 30 authorized drill peri- 
ods, and was able to attend 14 days active 
duty training at summer camp—I5 points 
(for membership in reserves) plus 30 points 
(for attending 30 drill periods) plus 14 
points (one for each day at summer camp) 
MEE «n'a curconadcncusnesesseresenaanes 59 points 
The remaining 21 years he was able to accum- 
ulate the minimum of 50 required points 
Ss ee rere 1,050 points 
ee Ne eee 3,929 points 





The total points divided by 360 days equal 10.9 years 
—the number of years creditable for retirement pur- 
poses. 





$6,600.00 (Annual pay for Colonel, 30 years’ service) 

x .025 (Act provides that retirement pay will be 
paid at an annual rate equal to 2.5 per cent 
of the active duty annual base and longevity 
pay which the applicant would receive if on 
active duty) 


$ 165.00 
x 10.9 (Years creditable for retirement) 


$1,798.50 (Annual retirement pay he would receive upon 
attaining his sixtieth birthday.) 


Newly commissioned officers have one of two alter- 
natives following their appointment. They may volun- 
teer for extended active duty for a period of one, two, 
or three years with the Army Medical Department. 
During the time for which they are selected, they are 
on full time duty status with the military service, and 
receive the pay and allowances of Regular Army Off- 
cers of equal rank, plus the $100 a month pay increase 
given to physicians and dentists who volunteer for active 
service. 

Those not volunteering for active service with the 
Army may limit themselves to inactive duty training 
by becoming members of one of the several Medical 
Reserve units organized throughout Minnesota.* 

Whichever the course decided upon, there are worth- 


*See note at end of article. 
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while gains for those who keep their status in the 
Reserve program active. 
A Retirement Act passed by Congress last summer 
provides that those Reservists who accumulate an ag- 
gregate of at least twenty years of satisfactory Federal 
service as officers, warrant officers, flight officers, or 
enlisted persons in either the Army of the United States 
or the Air Force, including the reserve components there- 
of, and also the federally recognized National Guard 
prior to 1933, will be granted retired pay when they 
reach their sixtieth birthday. Those who were mem- 
bers of the reserves on or prior to August 15, 1945, 
must have had active service in either World War I 
or World War II. In order for a year to be counted 
as a year of satisfactory Federal service, the Reservist 
must have earned at least 50 points for that particular 
period. Fifteen of these points are automatically award- 
ed for membership in a reserve component. The 
remaining required points are earned at the rate of one 
point for attendance at each authorized drill period, or 
other period of equivalent instruction. However, not 
more than 60 points may be credited for retirement pur- 
poses in any one year for inactive status training. 
*Medical Reserve units in Minnesota include the 368th Medi- 
cal Laboratory, the 364th Medical General Laboratory, 473d Med- 
ical (eeleetns Company, 401st Medical Base Depot Company, 
and the 415th Malaria Control Detachment, all of Minneapolis: 
the 804th Medical Hospital Center, 110th General Hos ital, 803d 
Station oe 900th Mobile Army Surgical Hospital, and the 


print Malaria Survey Detachment, all of Saint Paul,’ and the 
467th Medical Collecting Company, with station in Brainerd. 
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NEW VERSE ADDED TO SOCIALISM’S 
OLD REFRAIN 

Proponents of the Wagner-Murray-Dingell Bill, 
or variations thereof, know that, barring im- 
mediate popular acclaim, the lyrics of their na- 
tional health anthem will be somewhat wearisome, 
if not downright unacceptable to the American 
public by the latter part of 1949. 

So what are the sponsors of this proposal, 
which is making frequent return trips to Con- 
gress, doing to ease the transition from bill to 
law ? 

First of all, they have made no changes, except 
effective dates, in the original W-M-D Bill. This, 
obviously, makes further hearings an improbabil- 
ity and should speed the proposed legislation on 
its way from the committee table. 

Three identical bills on national health in- 
surance were deposited in the hopper of the 81st 
Congress before the session was a week old. Of 
the three, Representative Dingell’s H. R. 783 
looked the most promising to the socializers, for 
it had been routed to the Interstate and Foreign 
Commerce Committee, headed by “regular’’ Demo- 
crat Crosser, of Ohio. 

The method of paying the nation’s medical costs 
will be incorporated in another bill, separate from 
W-M-D, so that the phrasing of “free medical 
care for everybody” and “payroll deduction” does 
not contradict itself so blatantly—in juxtaposed 
paragraphs. 

But one of the most cunning strategies em- 
ployed by the politicians who would government- 
alize medicine is Senator Claude Pepper’s (Flori- 
da) idea of wrapping up compulsory health in- 
surance in a package of other medical legislation, 
most of which would be less apt to antagonize 
either medical or lay people. Here’s what he’d 
include in his omnibus bill: 


1. Medical research, 
2. Increased federal aid to hospital construction, 
3. Fedefal financing of medical education, 
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4. Federal recruitment and training of nurses, 
5. Expansion of the Public Health Service, 
6. Free dental care. 


Declining to comment on how well he thinks his 
suggestion would be received, Pepper did, how- 
ever, have this uplifting thought for the day: 
“The 81st Congress is going to make more prog- 
ress in the health field than any other congress 
in history. We are going to show the world that 
we can make democracy meaningful.” 

That statement, on behalf of a program more 
socialistic in character than even the govern- 
ment’s stringent wartime controls, is almost per- 
fect in its irony. 

Senators Murray, Wagner and McGrath, whose 


bill is identical to Dingell’s, claim for S.5: 


That it will (1) cover 85 per cent of the 
population, including the self-employed and their 
dependents, (2) guarantee to participants medical 
and dental services by general practitioners and 
specialists, hospital and home nursing care, labora- 
tory service, x-rays, “expensive prescribed medi- 
cines,” eye glasses, et cetera, (3) guarantee free 
choice of physician and dentist by the patient, 
also the right to change, (4) make optional the 
participation by doctors, nurses and hospitals, in- 
cluding organized groups of practitioners and con- 
sumer cooperatives and “every hospital that par- 
ticipates is guaranteed freedom from govern- 
mental supervision or control,” (5) allow the 
method of payment from the insurance fund “to 
be decided by those practitioners who furnish the 
service,” and (6) permit members of the medical 
profession to participate, along with other citizens, 
in administration of the plan at the local level. 

If the bill passes, it will be administered through 
a department that will grow out of ‘the present 
federal security agency. There is some doubt 
about the name of the new department—it will 
include the words “public welfare”—but there 
is little doubt about who will be its director. 
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Oscar Ewing, present federal security adminis- 
trator and chief standard-bearer for compulsory 
health insurance, would have, as head of the new 
division of the cabinet, the right to appoint his 
undersecfetaries. It was suggested some time 
ago that the undersecretary for health be a 
licensed, qualified physician, but Mr. Ewing has 
expressed in no uncertain terms the course of 
action he would take. I want good administrators, 


not necessarily good doctors, in my department, 
he has said. 


Truman and Ewing and, unfortunately, a good 
many others, have interpreted the election results 
as a green light from the people, have extracted 
from the ballot boxes an intangible called the will 
of the people and feel that no time must be lost 
in putting into action all the re-deal features of 
President Truman’s (not necessarily the Demo- 
cratic party’s) campaign promises. 


If the legislation can be rushed through be- 
fore the public realizes that “free medical care” 
in reality means a mounting deduction from pay- 
checks (a tax, like Social Security, to be paid part- 
ly by the employe and partly by the employer), its 
proponents see a better chance for its passage. 
In the case of self-employed persons, the entire 
amount of the tax must be assumed by the in- 
dividual. Nor does this write “paid” across the 
bottom of the Nation’s medical care bill. Not at 
all. The balance will be financed through ap- 
propriations from other tax funds, funds which 
accrue largely through income taxes. The bill, if 
it is to pass, must be shunted. through Congress 
before the public knows what to expect of 
government medicine: the destruction of the 
time-honored doctor-patient relationship, the revo- 
cation of the right to choose a physician, the 
necessarily lowered quality of medical care be- 
cause of a multiplying volume of patients, the 
mass consultations, the waiting in line, the restric- 
tions on prescribing new and expensive’ drugs. 


Knowing all this, Ewing fears the educational 
work now beginning in the AMA headquarters 
and designed for nation-wide application. He is 
doing his best, along with Boas, Falk, Davis and 
others, to put an unsavory label on the fund being 
raised by the American Medical Association to 
carry on this public-welfare-inspired work. They 
know that their flimsy promises, threadbare argu- 
ments and incoherent reasoning will not stand the 
Strain of repeated assaults by the truth. 
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This, then, is the time for all good doctors to 
come to the aid of the public. It has a right to 
know the truth; we have the responsibility of 
telling the truth. 


HEALTH INSURANCE NOT 
ONLY MEDICAL BILL 


A number of other bills with medical signifi- 
cance are being brought before the 81st Congress, 
several of a desirable nature. 

Claimed by Senator Chapman, who introduced 
the bill, as “the surest bulwark against socialized 
medicine,” is S. 132 which provides for federal 
support to help establish adequate public health 
units throughout the country. 

Another important piece of legislation, in the 
field of medical research, is S. 68 and H.R. 790, 
identical bills calling for a one-hundred-million- 
dollar federal crusade against cancer. Under the 
provisions of the bill, world experts would be 
“mobilized” and their efforts co-ordinated in an 
unparalleled endeavor to find the cause and cure 
for this disease. 

Also in the interests of medical research is the 
filing of S. 102 and H.R. 62, which would give 
financial support to investigation of multiple 
sclerosis. S. 102 is somewhat broader than H.R. 
62: it adds “and related neurological diseases,” 
thus opening the door to accelerated study of 
cerebral palsy and epilepsy, for example. 

Amendments are being considered for the Hill- 
Burton Hospital Construction Act, and there are 
bills in the hopper which would: authorize the 
commissioning of x-ray technicians in the Army 
and Navy, place barbiturates under the federal 
narcotics laws, provide for the construction of 
VA hospitals, one in Virginia and one in southern 
Texas, work toward improving the diets of low- 
income families by making food prices propor- 
tionate to the family’s income. 


SOME STATE LEGISLATION 
GIVEN BASIC APPROVAL 


A number of bills presented to the State Legis- 
lature have received tentative medical approval. 
Among these are: a bill to make cancer cases 
reportable to the State Health Department, a 
proposed appropriation for a mental hygiene pro- 
gram, prohibition of the sale of BB guns, pro- 
motion of farm safety, increased appropriations 
for the Minnesota State Health Department, in- 
creased salaries for doctors, especially psychia- 
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trists in state mental institutions, sanitary meas- 
ures approved by the State Department of Health, 
particularly universal milk pasteurization and the 
control of incorrigible tuberculosis patients. 


“Keep informed; discuss and rediscuss; be on 
your guard,” warns Dr. R. F. Erickson, chair- 
man of the Minnesota State Medical Association’s 
Public Policy Committee, as he indicates that 
doctors must ever take the initiative in recom- 
mending or disapproving legislation which could 
affect the health of Minnesota citizens. 


STATE FARM BUREAU 
AIRS VIEW ON SM 


“Advocates of socialized medicine should be 
doing some serious thinking, in view of the revela- 
tions on governmental medical service released to 
the public last Saturday,” asserted the speaker on 


the Minnesota Farm Bureau radio program, 
December 28. 


“Investigators for the Hoover commission re- 
ported, in effect,” the broadcast continued, “that 
we have socialized medicine now, in a broad and 
very badly administered form.” 


“The federal government is assuming uncalcu- 
lated obligations without any understanding of 
their ultimate cost, the lack of the necessary pro- 
fessional manpower to carry them out, or their 
adverse effect upon the hospital system of the 
country,” the Farm Bureau speaker quoted from 
the report. 


DENTAL PUBLICATION DECRIES 
CONTROLLED CARE 


The Fortnightly Review of the Chicago Dental 
Society (January 2) has a few directly aimed 
words to say about the issue of compulsory health 
insurance : 


“The plan that Mr. Ewing advocates calls for a 
payroll tax on employes and employers sufficient 
to provide about three billion dollars a year. 
He claims that his plan is not contradictory to the 
American system and rests upon tried insurance 
principles. Obviously someone is trying to pull a 
fast one there, for the only insurance principles 
Americans know about are those that call for pay- 
ment of premiums by the insured that are adequate 
to cover benefit payments based upon experience. 

“Only those pérsons who think that government 
benevolence should supplant enterprise and _ thrift 
can favor exchanging the blessings of American 
medicine and dentistry under a free system for the 
compulsory health plan now in the offing.” 


194 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


J. F. Du Bois, M.D., Secretary 


Hennepin County Farm Woman Pleads Guilty to 
Abortion 
Re: State of Minnesota vs. Anna Powers 


On December 30, 1948, Mrs. Anna Powers, fifty-eight 
years of age, residing on a farm near Osseo, Minnesota, 
entered a plea of guilty in the District Court of Hen- 
nepin County to an information charging her with the 
crime of abortion. Mrs. Powers, on the same date, also 
pleaded guilty to an information charging her with having 
a prior conviction for a felony. Following a statement 
of the facts to the Court, Judge Levi M. Hall sen- 
tenced Mrs. Powers to a term of three years in the 
Women’s Reformatory at Shakopee, sentence being stayed 
and defendant placed on probation for three years. 

Mrs. Powers was arrested on November 4, 1948, fol- 
lowing a criminal abortion performed on October 6, 
1948, on a twenty-three-year-old Saint Paul divorcee. 
Mrs. Powers was paid the sum of $250 for the abortion 
which was performed by the use of a catheter. Mrs. 
Powers, at the time of her arrest, denied any connec- 
tion with the abortion, but subsequently admitted her 
guilt. Mrs. Powers has a previous conviction for a 
similar offense in 1939. On June 1, that year, Mrs. 
Powers entered a plea of guilty in the District Court 
of Hennepin County, to an information charging her 
with the crime of abortion. For that offense Mrs. Powers 
was sentenced to a term of not to exceed four years 
in the Women’s Reformatory at Shakopee, where she 
served two and one-half years of the sentence. Mrs. 
Powers was required to serve her sentence in that case 
for the reason that the patient died following the 
abortion. Mrs. Powers stated to the Court that the 
abortion she performed on October 6, 1948, was the 
only one done by her since her release from the Wom- 
en’s Reformatory. 


Bath Parlor Operator Convicted of Violating Massage 
Law 


Re: State of Minnesota vs. Minnie Walker. 


On October 28, 1948, Mrs. Minnie Walker, fifty-two 
years of age, operator of Minnie’s Bath Studio at 704 
Hennepin Avenue, Minneapolis, was found guilty after 
a trial in the Municipal Court of Minneapolis, of violat- 
ing the State Massage Law. Judge Theodore B. Knut- 
son sentenced Mrs. Walker to pay a fine of $100 or to 
serve thirty days in the Minneapolis Women’s Denten- 
tion Home. The Court granted a stay of execution of 
this sentence to October 1, 1949, on condition the de- 
fendant refrain from violating any of the laws of the 
State of Minnesota in the future. 

Mrs. Walker was arrested following an investigation 
by Minneapolis police officers. On October 22, 1948, In- 
spector Eugene Bernath of the Minneapolis Police De- 
partment assigned ‘policewoman Mary D. Maid to go 
to Mrs. Walker’s place of business to determine what 
activities were being engaged in by the defendant. It 
was learned that Mrs. Walker was giving steam baths 
followed by a massage treatment. The massage treat- 
ment consisted of manual massage followed by more 
massage with an electric vibrator. Mrs. Walker also 
used an electric belt in connection with the massage 
treatment. The defendant charged $2.00 per treatment 
or seven treatments for $13.00. The defendant does not 
have a massage license, and the records of the State 
Board of Medical Examiners disclose that Mrs. Walker 
was given a copy of the massage law in August, 1945. 
The defendant lives at 1851 Englewood Avenue, Saint 
Paul, Minnesota. 
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METHEMOGLOBINEMIA IN YOUNG INFANTS 


For the past two years the Minnesota Department of 
Health has been receiving reports from Minnesota 
physicians of cases of methemoglobinemia in young in- 
fants fed on formulae diluted with water from farm 
wells containing large amounts of nitrate nitrogen. 
Most cases have occurred in the southwestern part of 
the state. To January 1, 1949, 108 cases had been 
recorded, with a 10 per cent mortality. Sanitary in- 
spections of the farm wells involved indicate poor con- 
struction and evidence of contamination in practically all 
the wells examined.. Nitrate nitrogen content of these 
water supplies varies from 36 to 500 ppm. Although 
it is generally accepted that no water should be used 
in infant feeding containing more than 10 ppm of nitrate 
nitrogen, and a change to a municipal water supply is 
advised when water contains more than that amount, 
chemical analyses of municipal water supplies in Min- 
nesota show that some supplies contain 10 or more ppm 
of nitrate nitrogen. Interestingly enough. there has 
been no report of any cases of methemoglobinemia in 
communities having municipal water supplies. Repeated 
periodic nitrate determinations of affected water sup- 
plies are being carried out to determine any effect of 
changes in weather and seasons. 

Physicians have co-operated well in reporting cases, 
but earlier reporting is necessary to provide methemo- 
globin determinations to confirm diagnosis in hospitals 
not equipned to make this test. Blood drawn for hemo- 
globin determination has a chocolate tinge when 
methemoglobinemia exists. Physicians who note this 
condition are urged to notify the State Health Depart- 
ment at once as soon as methemoglobinemia is sus- 
pected. Telephone GLadstone 5973, Minneapolis, col- 
lect, to A. B. Rosenfield, M.D., director, Division of 
Maternal and Child Health, and arrangements will be 
made to help you confirm the diagnosis as well as to 
test the suspected water supply for nitrate nitrogen. 
This procedure is necessary because the cyanosis usually 
clears up in twenty-four to forty-eight hours in mild 
cases and, therefore, the methemoglobin determination 
must be done promptly. 

The principal symptoms of methemoglobinemia are a 
gradually increasing cyanosis, lethargy, and frequently 
diarrhea. While the peculiar chocolate tinge of the blood 
is presumptive evidence, confirmation of the diagnosis 
requires a methemoglobin determination of the blood. 
Infants under the age of two months appear to be the 
ones most usually affected. 

The condition must be differentiated from enlarged 
thymus, congenital cardiac conditions, other congenital 
tracheal or pulmonary conditions, as well as, acute pul- 


monary conditions and the ingestion of other toxic ma- 
terials, 





Ceasing to use the suspected water for the infant’s 
formula and changing to a safe municipal supply will 
usually be sufficient to clear up mild cases. Oxygen 
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has been used by many physicians. In severe cases, 1 
per cent methylene blue intravenously, 1.0-2.0 mg. per 
kilogram, produces excellent results. 

We are anxious to determine whether this condition 
occurs in other parts of Minnesota as well as in the 
southwestern area of the state. Physicians are there- 
fore urged to report by mail the names and addresses 
of any possible cases that may have occurred in their 
practice during the past two years, so that sanitary 
surveys and chemical analyses of suspected water sup- 
plies may be made. We shall be glad to call on any 
physician who may be interested in discussing this sub- 
ject. 


IMMUNIZATION INFORMATION FOR TRAVELERS 
ABROAD 


The following information is quoted from a pamphlet 
recently prepared by the United States Public Health 
Service giving information needed by persons proceeding 
abroad. Such persons are now required to carry certifi- 
cates of immunization certified by medical health officers. 


1. United States Requirements.—In the absence of un- 
usual outbreaks of disease, the United States has no im- 
munization requirements for persons leaving the United 
States, except as may be required for military personnel 
and dependents. 

The Foreign Quarantine Regulations of the United 
States, however, require that all persons, both Ameri- 
can citizens and nationals of other countries, prior to ad- 
mission to the United States from abroad, present a 
certificate (see point 6 below) showing satisfactory evi- 
dence of vaccination against smallpox within three years 
prior to arrival or evidence of a previous attack of 
smallpox. Persons not presenting such proof may be 
subjected to penalties and required to submit to vacci- 
nation or be held under observation for fourteen days. 

In the absence of smallpox at the port of departure 
or on board the carrier, persons are exempt from this 
requirement when they depart from Canada, Newfound- 
land, the Island of St. Pierre or Miquelon, Iceland, 
Greenland, the West Coast of Lower California, Cuba, 
the Bahama Islands, the Canal Zone, or the Bermuda 
Islands. 


2. Requirements of Foreign Countries—As a result 
of international and local regulations, travelers to foreign 
countries may be required to show proof of inoculation 
against smallpox, yellow fever, typhus, and cholera. 
These requirements depend primarily on the prevalence 
of the four diseases in the countries visited or traveled 
through prior to arrival at each port of entry. It is rec- 
ommended, therefore, that persons traveling to or 
through the countries listed in Annex I obtain immuniza- 
tions against the diseases listed for these countries. 

Because of the present world-wide situation with re- 
spect to smallpox and of the United States Foreign 
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Quarantine Regulation, it is recommended that travelers 
to any foreign country be vaccinated against smallpox. 

In order to avoid delays and inconveniences abroad, 
immunizations should be obtained before departure from 
the United States. For each immunization an appropri- 
ate International Certificate of Inoculation and Vaccina- 
tion should be obtained (see point 6 below). This should 
be carried by the traveler and shown to Quarantine Offi- 
cers when proof of immunization against the above listed 
diseases is demanded. 


3. Other Immunization Precautions.—For protection 
against additional hazards incident to travel in foreign 
countries it is recommended that certain other immuniza- 
tion precautions be taken: 

(a) Every person proceeding abroad should be im- 
munized against typhoid and paratyphoid fevers. 

(b) Persons whose work may present danger of ac- 
cidents or piercing or crushing wounds should be im- 
munized against tetanus. 

(c) Children under fifteen years of age proceeding to 
any overseas area should be immunized against diph- 
theria. Schick test is recommended for all adults under 
thirty-five years of age. If the reaction is positive, im- 
munization against diphthcria is advised. 


4. Where to Get Immunizations—The following per- 
sons may get free immunizations at United States Public 
Health Service Stations: 


(a) Legal beneficiaries of the Public Health Service. 

(b) United States Government officers, employes, 
and their dependents leaving for foreign areas when 
traveling under official orders. 

(c) Dependents of Army, Air Force, Navy, and Ma- 
rine Corps personnel traveling under official orders to 
foreign countries. These individuals may also be immu- 
nized at Army and Navy medical installations. 

(d) Any person requiring immunization for yellow 
fever. The list of Public Health Service Stations ad- 
ministering yellow fever vaccine is attached (Annex 2). 

Any traveler not covered in items 4 (a) (b) (c) or 
(d) above, may get immunizations (except for yellow 
fever) from private physicians or, in some instances, at 
State or local health departments. 

Yellow fever vaccine cannot be obtained by private 
physicians and must be administered by Public Health 
service personnel. The nearest station for obtaining yel- 
low fever vaccination by Minnesota citizens is the U. S. 
Marine Hospital, 4141 Clarendon Avenue, Chicago. 


5. Time Required for Immunizations—(a) Tmmuni- 
zations requiring International Certificate: 


Smallpox: The vaccination should be obtained at 
least fourteen days prior to leaving the country. The re- 
action at the site of the vaccination should be carefully 
observed and recorded on the third and ninth days after 
vaccination. The International Certificate of Vaccination 
against Smallpox is valid for only three years. 


Yellow fever: The inoculation should be obtained at 
least ten days prior to leaving the country. A single in- 
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oculation i$ required. The International Certificate o/ 
Inoculation against Yellow Fever becomes valid on the 
tenth day after date of inoculation and remains valid for 
four years from that date. 

Note: Yello@ fever vaccine should not be given con- 
currently with smallpox vaccine. When both of these 
vaccinations are to be done, it is suggested that the 
yellow fever vaccine be given first and that at least five 
days elapse before the smallpox vaccination is done. 


Cholera: Inoculations should be commenced fourteen 
to twenty days prior to leaving the country. The standard 
course of inoculations consists of two doses at a seven- 
to ten-day interval; a third dose is advisable. It is rec- 
ommended that booster doses be obtained at four- to six- 
month intervals as long as the danger of cholera is 
present. The International Certificate of Inoculation 
against Cholera is valid for only six months from date 
of last inoculation. 


Typhus: Inoculations should be commenced fourteen 
to twenty days prior to leaving the country. The standard 
course of inoculations consists of two doses at a seven- 
to ten-day interval. A booster dose is recommended at 
six-month intervals as long as danger of typhus is pres- 
ent. The International Certificate of Inoculation against 
Typhus is valid for only one year from date of last 
inoculation, 

(b) Immunizations not requiring International Cer- 
tificate : 


Typhoid and Paratyphoid: The standard course of 
inoculations is three doses at intervals of from seven to 


ten days. A booster dose is recommended annually and 
whenever the diseases are prevalent. If more than one 
year has elapsed since the last series of immunizations or 
the last booster dose, the standard course should be 
repeated. 


Tetanus: The standard course with alum-precipitated 
toxoid consisting of two doses at four- to six-week in- 
tervals is preferred; with plain toxoid, three doses at 
three- to four-week intervals. Booster doses are recom- 
mended one year after initial series and at five-year 
intervals thereafter; also at time of injury. 


6. International Certificate of Inoculation and Vacci- 
nation.—A properly executed International Certificate of 
Inoculation and Vaccination should be used as proof of 
immunization against smallpox, yellow fever, typhus, and 
cholera. This certificate to be valid must be certified by: 


(a) A Medical Officer of the Public Health Service at 
any Marine Hospital, Public Health Service Relief Sta- 
tion, Dispensary, or Foreign Quarantine and Immigra- 
tion Station, or 

(b) The local health officer, if a physician, of the 
area in which the private physician administering the im- 
munization practices, or by the State health officer where 
there is no local officer. 

(c) In the case of personnel traveling under the cog- 
nizance of U. S. Navy, U. S. Army, or U. S. Air Forces. 


(Continued on Page 198) 


MINNESOTA MED:cINE 





BRONCHIAL 
ASTHMA 


“Aminophyllin has in recent years taken 
a definite place in the armamentarium of 
asthmatic medication. Physiologically it 
acts by relaxing the bronchial muscles. It 
is also extremely valuable in relieving pa- 
tients of an adrenalin fastness and is less 
contraindicated in cases with cardiac dis- 
. orders or hypertension.”’! 


By relaxing the bronchial musculature, 
improving ventilation, increasing vital 
capacity and promptly reducing both in- 
trathecal and venous pressures, 


| SEARLE 

YOPHYLLIN* 
exerts a favorable influence on the rate 
and volume of respiration in bronchial 


asthma as well as in paroxysmal dyspnea 
and Cheyne-Stokes respiration. 


ORAL...PARENTERAL...RECTAL 
DOSAGE FORMS 


*Seatle seo vil contains at least 80% of anhy- 


drous. ahéophy 


Illinois. 
vA RLE RESEARCH IN THE SERVICE OF MEDICINE 


1. Mountain, G. E.: Bronchial Asthma, J. Iowa M. 
Soc. 35:324 (Aug. ) 1945. 


ge. G. D. Searle & Co., Chicago 80, 
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immunization and certification may be done by com- 
missioned medical officers of these services. 

Persons receiving their immunization from a private 
physician will take the certificate to the physician who 
will enter the person’s name, age, sex, the origin and 
batch number of the material used, and dates of inocu- 
lation. For smallpox vaccinations, the physician must 
also enter the dates of inspection of the vaccination and 
the result. The prospective traveler must then take the 
certificate to the State or local health officer for certifi- 
cation. 

The Passport Division of the Department of State will 
enclose a blank certificate in the envelope with the trav- 
eler’s passport. In the event the certificate is lost or 
more are required, additional blanks may be obtained 
from: 

(a) The Passport Division, Department of State, 
Washington 25, D.C., or 

(b) The Headquarters, District Offices, Marine Hos- 
pitals, and Quarantine Stations of the Public Health 
Service. 

(c) In Minnesota, the Minnesota Department of 
Health, University Campus, Minneapolis. 


Annex I 
Immunization Précautions—As a result of interna- 
tional or local regulations, travelers may be required to 
show satisfactory proof of immunity to smallpox, yellow 
fever, typhus and cholera. Persons proceeding to or 
through the countries listed below should obtain the im- 


ANNEX I. 
Y = yellow fever 


Germany 
Gold Coast (Br.) 
Gt. Britain 
Greece 
Greenland 
Guatemala 
Guiana, Br. 
Guiana, Fr. 
Guiana, Neth. 
Haiti 

Hong Kong 
Honduras 
Honduras, Br. 
Hungary 
Tceland 

India 


(S = smallpox 
Afghanistan 
Algeria 
Ang.-Egy. Sudan 
Angola (Port.) 
Antigua (Br.) 
Arabia 
Argentina 
Aruba (Neth.) 
Ascension Is. 
Australia 
Austria 
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Congo 
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Tran 

Iraq (Mesop.) 
reland 

Italy 

Ivory Coast (F.) 
Tamaica 

Japan 

Kenya (Br.) 
Korea 

Latvia 

Lebanon 
Liberia 

Libya 
Liechtenstein 
Lithuania 
Luxembourg 
Madagascar (F.) 
Martinique 
Mesopotamia 
Mexico 
Montenegro (Y.) 
Morocco 
Monaco 


ankK 
oe 


(Br.) 


** 


Canal Zone 


hile 
Chosen (Korea) 
China 

Colombia 

Costa Rica 


Cuba 
Curacao (Neth.) 
Czechoslovakia 
enmark 
Dom. Republic 
Ecuador 
Egypt 


ire 
El Salvador 
Estonia 
Ethiopia 
Finland 
France 
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Netherlands, E. I. 
New Caledonia (Fr.) 
Newfoundland 
Netherlands 


RNANNNNNNNNNNNNDH 


V. Africa 


Mozambique (P. E. A.) 


CANCER DETECTION CLINIC 


More than half of the 292 persons examined by 
physicians at the cancer detection clinic held in St. Cloud 
in December, 1948, were found to be in need of medical 
care. A total of 166 persons were advised to obtain 
further examination and treatment from their own 
physicians. The one-day detection clinic at St. Cloud 
was sponsored by the Stearns-Benton County Medical 
Society, the Cancer Committee of the State Medical 
Society, and the Minnesota Division of the American 
Cancer Society. 

Cancerous or precancerous conditions were found in 
thirty-eight of the persons examined. Other conditions 
included seventeen cases of hypertension, thirteen cases 
of keratosis, five or more cases of cystocele, cervical 
polyp, and cervical erosion, and three or more cases 
of umbilical mass, hemorrhoids, lipoma of the chest, 
rectocele, cervical ulceration or laceration, vaginal dis- 
charge, and vaginitis. 

Females examined numbered 213, males seventy-nine. 
Ages ranged from twenty to over seventy. There were 
seventeen different nationalities represented. 





munizations recommended for those countries and 
should also obtain a properly executed International Cer- 
tificate of Inoculation and Vaccination which should be 
shown to Quarantine Officers when proof of immuniza- 
tion against these four diseases is demanded. 


IMMUNIZATIONS REQUIRED BY VARIOUS COUNTRIES 


C = cholera T = typhus) 
New Zealand 
Nicaragua 
Nigeria (Br.) 
orwa 


Ss 
S,Y,T 
Ss 


S,T 
gd Nova 
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Ss. 
Ss. 
s, 
S 
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cotia 

Pakistan 

Palestine 

Panama 

Panama Canal Zone 

Paraguay 

Peru 

Philippine Is. 
Polan 

Portugal 

Port. E. Africa 

Rhodesia, North 

Rhodesia, South 

Rumania 

Ryukyus 

Santa Lucia (Br.) 

St. Pierre-Miquelon 
Salvador 
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*In the absence of smallpox at the port of departure or aboard the carrier, persons departing from Canada, Newfoundland, the 
Island of St. Pierre or Miquelon, Cuba, the Bahama Islands, Canal Zone or the Bermuda Islands and coming directly to a port 


under the control of the United States are exempt from F 


oreign Quarantine Regulation 71,87 (b) which requires persons enter- 


ing the United States from abroad to present a certificate showing successful vaccination against smallpox within three years prior 


to arrival. 
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¢ Reports and Announcements +¢ 





NATIONAL CANCER GRANTS 

National Cancer Institute grants of $810,956 for cancer 
control projects and for cancer teaching in medical and 
dental schools have been announced by Oscar R. Ewing, 
Federal Security Administrator. The awards were ap- 
proved by Dr. Leonard A. Scheele, Surgeon General of 
the Public Health Service, and had been recommended 
by the National Advisory Cancer Council, a group of 
non-government cancer experts. 

Eleven grants for cancer control, totalling $202,417, 
went to non-federal institutions and agencies to support 
studies of cancer diagnostic tests, occupational cancer, 
tumor pathology, cancer teaching methods, and other 
special control projects. Grants to continue cancer teach- 
ing of undergraduates went to twenty-three medical 
schools and nine dental schools, and totalled $608,538. 


AMERICAN BOARD OF OPHTHALMOLOGY 

The American Board of Ophthalmology announces 
that it does not evaluate, approve, or disapprove any 
ophthalmic residency toward fulfilling the requirements 
for candidates for board examinations. Any candidate 
who qualifies for the board examination and completes 
the prerequisites as outlined in the booklet of informa- 
tion will be accepted. A copy of this booklet can be 
obtained from the Secretary of the American Board of 
Ophthalmology, 56 Ivie Road, Cape Cottage, Maine. 


* * * 


CHICAGO MEDICAL SOCIETY 

The fifth Clinical Conference sponsored by the Chi- 
cago Medical Society will be held at the Palmer House, 
Chicago, March 1, 2, 3, and 4, 1949. 

The conference comprises a four-day intensive post- 
graduate course for the general practitioner and will be 
presented by outstanding clinicians from numerous med- 
ical centers. Newer methods of diagnosis and treatment 
will be included in the scientific program, and scientific 
and technical exhibits of the highest quality will be 
displayed. 

The registration fee of $5.00 should be sent to the 
Chicago Medical Society, 30 N. Michigan Avenue, Chi- 
cago 2, Illinois. 

* * * 


CONTINUATION COURSES 

The University of Minnesota announces a continua- 
tion course in Proctology to be presented at the Center 
for Continuation Study for one week, April 11 through 
16, 1949. The course is intended for doctors of medicine 
who are engaged in general practice. Emphasis will be 
placed upon those aspects of proctology which are of 
particular concern to the general physician. Presenta- 
tion wiltjbe by means of lectures, discussions, motion 
pictures and operating room demonstrations. Enrollment 
will be limited to 20. 

A continuation course in Physical Medicine will be 
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presented at the Center for Continuation Study on March 
28, 29 and 30, 1949. The course is intended for doctors 
of medicine who are engaged in general practice. The 
various forms of physical therapy will be discussed 
and the indications, contraindicat‘ons, dangers, and limi 
tations will be emphasized. Special emphasis will be 
placed upon the role of physical medicine in such con- 
ditions as arthritis, fractures, and various psychosomatic 
disturbances. Faculty for the course will include mem- 
bers of the staff of the University of Minnesota Medi- 
cal School and the Mayo Foundation. 

A continuation course in Pediatrics will be presented 
at the Center for Continuation Study on April 7, 8, and 
9, 1949. The course is intended for doctors of medicine 
who are specializing in Pediatrics. The first day of the 
course will be devoted to problems of allergy in pediatric 
practice. Emphasis will be placed upon diagnosis and 
management of hay fever, asthma, and skin allergy. Im- 
munological concepts will be emphasized. An evaluation 
of the newer drugs will also be presented. Two days of 
the course will be devoted to infectious diseases in pedi- 
atric practice. Subjects to be presented include common 
respiratory diseases, toxoplasmosis, histoplasmosis, tuber- 
culosis, and rheumatic fever. Faculty for the course will 
be made up of members of the staff of the University of 
Minnesota, Mayo Foundation, and distinguished visiting 
physicians from other medical centers. 


* * * 


MINNESOTA SOCIETY OF 
NEUROLOGY AND PSYCHIATRY 


A meeting of the Minnesota Society of Neurology and 
Psychiatry was held at the Town and Country Club, Saint 
Paul, on January 11. Two papers were presented on the 
scientific program. Dr. Collin S. MacCarty, Rochester, 
presented his inaugural thesis on “Thoracic, Lumbar 
and Sacral Cordectomy.” Dr. Robert Fawcett and Dr. 
Reynold A. Jensen, of the University of Minnesota 
presented a paper on “Gasoline Addiction in a Child.” 


FREEBORN COUNTY SOCIETY 

Re-election of Dr. S. A. Whitson, Albert Lea, as presi- 
dent, marked the annual meeting of the Freeborn County 
Medical Society in Albert Lea on December 9. Also 
elected to office were Dr. M. O. Nesheim, Emmons, vice 
president; Dr. R. A. Demo, Albert Lea, treasurer, and 
Dr. E. S. Palmerton, Albert Lea, secretary. Featured on 
the evening program were motion pictures taken by Dr. 
B. A. Leopard, Albert Lea, during a trip through Central 
America. 


BLUE EARTH COUNTY SOCIETY 

At the annual meeting of the Blue Earth County 
Medical Society, held in Mankato during the last week 
of December, Dr. A. A. Schmitz, Mankato, was elected 


(Continued on Page 202) 
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president of the organization. Other officers named at 
the meeting were Dr. R. W. Kearney, vice president, 
and Dr. O. H. Jones, secretary-treasurer, both of Man- 
kato. 


PARK REGION SOCIETY 

The Park Region Medical Society held its annual meet- 
ing at Fergus Falls on December 4. The following of- 
ficers were elected: Dr. H. K. Helseth, president; Dr. 
George C. Jacobs, president-elect; Dr. L. A. Dwinnell, 
vice president; Dr. Ralph Estrem, secretary, and Dr. 
W. O. B. Nelson, treasurer, all of Fergus Falls. 


RANGE MEDICAL SOCIETY 

At a meeting of the Range Medical Society in Chis- 
holm early in January, Dr. T. A. Estrem of Hibbing was 
elected president of the group. Dr. Sidney Blackmore, 
Keewatin, was named vice president, and Dr. R. E. 
Hansen, Hibbing, secretary-treasurer. Talks by Dr. M. 
G. Gillespie and Dr. H. G. Moehring, of the Duluth 
Clinic, were presented during the scientific program. 


ST. LOUIS COUNTY SOCIETY 

‘At the annual meeting of the St. Louis County Medical 
Society in Duluth on December 8, Dr. M. H. Tibbetts, 
Duluth, assumed the office of president, to succeed Dr. 
P. S. Rudie, Duluth. Named as president-elect of the 
organization was Dr. L. R. Gowan, Duluth, who will 
serve in 1950. Other officers elected were Dr. W. F. 
Neff, Virginia, vice president, and Dr. K. E. Johnson, 
Duluth, secretary-treasurer. As part of the evening 
program Dr. Vernon D. E. Smith, Saint Paul, showed 
motion pictures of duck hunting, skiing, big game hunt- 
ing and Alaskan fishing. 


STEARNS-BENTON COUNTY SOCIETY 

Dr. S. T. Raetz, Maple Lake, was named president 
of the Stearns-Benton County Medical Society at a meet- 
ing held in St. Cloud on December 16. Other officers 
elected were Dr. R. C. Smith, Holdingford, vice presi- 
dent, and Dr. J. N. Libert, St. Cloud, secretary-treasurer. 

Following the election of officers, the society members 
attended a lecture at the St. Cloud Veterans Hospital 
where Dr. J. S. Cartney, Minneapolis, spoke on “Em- 
bolism of the Lungs.” 


WASHINGTON COUNTY MEDICAL SOCIETY 

At the regular monthly meeting of the Washington 
County Medical Society, January 11, 1949, Dr. K. H. 
Pfuetze, Superintendent of the Mineral Springs Sana- 
torium, Cannon Falls, conducted a general discussion 
regarding follow-up, by private physicians, of individuals 
whose films in the x-ray survey indicated abnormality. 

Dr. Richard A. Knudson, an associate of Dr. J. A. 
Poirier, Forest Lake, was elected a member of the society. 
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MEDICAL BROADCAST 


The Minnesota Department of Health inaugurate: 
its first regular series of radio programs on Monday 
February 14. The programs will be given at 11:15 ever) 
Monday morning over Station KUOM in the Twin Cities 

Dr. Robert N. Barr, chief of the Health Department's 
Section of Maternal and Child Health, has taken over thx 
KUOM radio spot left vacant by the departure of Dr. 
Donald A. Dukelow for a position with the American 
Medical Association in Chicago. Dr. Barr was in 
troduced to his radio audience by Dr. Dukelow on the 
broadcast of February 14. 

Dr. Barr’s program subjects for the next few weeks 
will be: 

Feb. 21—What Is Mental Health? 

Feb. 28—Public Health Bills in Congress. 

Mar. 7—It’s Your Health Department. 

Mar. 14—Health Days and Health Councils 

Mar. 21—Why Vital Statistics? 

Mar. 28—Tracking Down Epidemics. 





CASE RECORD OF ST. MARY’S HOSPITAL, DULUTH 
(Continued from Page 176) 


be unassociated with systemic diseases such as diabetes 
or tuberculosis, (2) the ulcer must be seen by esophagos- 
copy or at necropsy; (3) free gastric hydrochloric acid 
must be present; (4) the ulcer must be chronic, and (5) 
the symptoms must be relieved by peptic ulcer therapy 
and dilatation. 

The complications of such ulcers are hemorrhage or 
perforation or both. In some reports a differentiation 
is made between perforation above or below the 
diaphragm. One such series classed all perforations 
above the diaphragm as fatal. The pleural and _ peri- 
cardial cavities, the aorta, the lungs and the mediastinum 
are all vulnerable to a perforation above the diaphragm. 
A perforation below the diaphragm usually causes peri- 
tonitis of the lesser peritoneal sac or involves the entire 
peritoneal cavity. In the case presented, the perforation 
was above the diaphragm and involved both pleural 
cavities, both lungs, the pericardial sac and the medias- 
tinum, thence into the peritoneal cavity. 


QUESTIONS 


Dr. H. G. Moeurtnc (Roentgenologist) : Was there 
any opportunity for x-ray studies to identify any sub- 
diaphragmatic effusion or accumulation? 

Dr. A. J. SPANG (Surgeon) : Were any blood amylase 
studies made? 


Dr. E. L. Tuony: The answer to both questions is 

no.” Dr. Barron has given a masterly analysis of the 
sequences here shown. Students and practitioners have 
long been indebted to him for his teaching zeal. As he 
has well said, “Whether I am right or wrong in my 
specific deductions, I assert that the method of analysis 
is correct, and that is the only credit I accept.” 
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OUTSTANDING SPEAKERS AT 
NATIONAL AUXILIARY SESSION 


Mrs. HArotp WAHLQUIST 
State Auxiliary President 


The fifth annual conference of national committee 
chairmen, state presidents and presidents-elect was held 
by the Woman’s Auxiliary to the American Medical 
Association, November 4 and 5, in Chicago. These con- 
ferences are valuable to both president and president- 
elect: the former benefits by being reactivated with en- 
thusiasm for her job and by gathering many ideas and 
suggestions with which to supplement the work of her 
year ; the latter, by getting her first insight into the mag- 
nitude of the work that can be done by Auxiliary mem- 
bers. 

The conference lasted two days. Its schedule has 
become rather fixed after experimentation these last 
several years. Mrs. Luther Kice, national president, read 
the call to order; welcomed members and guests and 
presented Mrs. David Allman, president-elect and chair- 
man of the conference. Following the election of the 
secretary and appointment of the Recommendations 
committee, the secretary called the roll, finding twenty- 
eight presidents, twenty presidents-elect and six stand- 
ing committee chairmen present. Fourteen national 
officers were guests. 

With preliminaries out of the way, members settled 
down for hours of work and study. National chair- 
men presented their recommendations and problems; 
speakers from AMA, invaluable as sources of authentic 
information, appeared at intervals. Relaxation came 
in the form of carefully planned luncheons, at which 
members of the executive committee of the AMA Board 
of Trustees were Auxiliary guests. 

Toward the end of the first day, presidents began 
reporting, and this interchange of information alone 
could have made the conference worthwhile. Activities 
of the state units varied greatly; many specialize year 
after year in certain projects, with resultant perfected 
techniques. 

Delegates had an opportunity to talk informally and 
to become acquainted at an evening dinner, scheduled for 
the first time this year. The Hawaiian Medical So- 
ciety sent each member an orchid, via the president of 
the Hawaiian Auxiliary. * 


The reading of recommendations by the chairman of 
this committee concluded the business of the conference. 

The speakers (whose talks will be summarized in a 
later issue) were outstanding. Fred V. Hein, Ph.D., the 
AMA’s consultant on physical fitness at that time, spoke 
on “School Health Problems”; William Doscher, as- 
sistant director of public relations, AMA, “Auxiliary 
Public Relations”; Frank G. Dickinson, Ph.D., director 
of the AMA Bureau of Medical Economic Research, 
“Medical Economics in Relation to the Woman’s Aux- 
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iliary” ; Arthur Conrad, assistant administrator, National 
Physicians committee, “The Forces Behind the Drive 
for Socialized Medicine and Education”; Thomas A. 
Hendricks, secretary, AMA Council on Medical Care, 
“The Hoover Commission.” 

The Auxiliary was specially indebted to Dr. Louis 
H. Bauer, vice chairman of the AMA Board of Trus- 
tees, for his pertinent talk on the World Medical Asso- 
ciation and the World Health Organization, which is 
a branch of UN, government supported, representing 
health organizations of twenty-nine countries. He ex- 
pressed the feeling that the two organizations could 
complement each other and work together in harmony. 


DRAFT REJECTIONS PROVE 
EXCELLENCE OF MEDICAL CARE 


Mrs. ELMER RusTEN 
State Legislative Chairman 


Fact-hungry United States, a nation with a commend- 
able “prove it to me” attitude, has been struggling since 
World War II to engorge some pretty unpalatable statis- 
tics—figures and percentages which emerged from Se- 
lective Service operations and have been framed as an 
indictment of the medical profession. 

In essence, the report of the propagandists for social- 
ized medicine is that 36 per cent of all eligible young 
men examined by Selective Service boards was found to 
be physically unfit for military service. 

With more twisted statistics, they have explained 
this huge rejection rate as resulting from the fact that 
one-third of the people, those in the low-income group, 
were more subject to sickness and unable to pay for 
adequate medical care. 

The truth, revealed by Dr. Maurice H. Friedman’s in- 
vestigations, is that only a fraction of one per cent 
of total rejections could have resulted from the un- 
availability or the cost of medical care. Here is how 
his analysis whittled down the 36 per cent figure: 


“Between December 7, 1941, and December 31, 1943, 
the draft boards selected about 10 million men_ for 
examination, and of these about 3.6 million were reject- 
ed, i.e., a rejection rate of about 36 per cent. During 
this period, however, 2.7 million men voluntarily enlisted 
in the armed forces. If these men had gone through 
the Selective Service examination, the total number ot! 
men examined would have been 12.7 million, and the 
rejection rate, 28.4 per cent.”+ 


A full 20 per cent of these rejections was for con- 
ditions not medical—illiteracy, mental deficiency and 
syphilis, for example! This lowers the 28.4 per cent still 
further: to 22.7 per cent. 

Diseases not preventable and not remediable—mental 

(Continued on Page 206) 


tFriedman, testimony before the Sub-committee on Health of 
fe United States Senate Committee on Labor and Public Wel- 
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disease, heart conditions, congenital defects, defective 
vision, overweight, underweight—accounted for approx- 
imately 45 per cent of the rejections, putting the figure 
down another notch, to 9.92 per cent. Diseases or con- 
ditions not preventable, but correctable, added up to 16 
per cent of the total rejections and subtracting them 
from the total leaves 5.42 per cent of the rejections 
having possible medical care implications. 

The percentage dwindles to a fraction of 1 per cent 
in the light of one of the most important discoveries 
Dr. Friedman made: one rejectee could be counted 
as five! In other words, a man called and. rejected 
each time the standards were changed was counted as 
a separate rejection each time he appeared for examina- 
tion. There were tens of thousands of such duplicate 
rejections, Friedman declares. 

Instead of viewing the rejection figures as a con- 
demnation of the medical care system in this country, 
Dr. Friedman asserts that they prove the universality 
and effectiveness of the system. “There were men 
with one hand or one leg, some with arrested cases of 
tuberculosis or diabetes, others with punctured ear drums 
or one‘eye. These men, though incomplete, were active, 
useful human beings. They were men—not corpses in 
graveyards due to medical inattention. One and all they 
were living testimony of the availability of medical 
care and the competency of American physicians.” 


BROADER AUXILIARY PROGRAM: FUNDS NEEDED 
Mrs. GeorGE PENN 
State Treasurer 


Never before in the history of medicine has it been 
so important for the Woman’s Auxiliary to have a 
progressive and forward-looking public relations pro- 
gram. The AMA is asking more assistance from the 
Auxiliary, and as a result, activities are outdistancing 
finances. One secretary, for example, cannot keep up 
with the duties assigned to her; the budget of the 
national president has been increased, because traveling 
expenses have risen and the AMA is eager for her to 
attend as many meetings as possible. 

Fulfilling national obligations without going into debt 
cannot be done without additional funds. At the Board 
of Directors’ meeting held recently in Chicago, the 
Corinne Keen Freeman fund had to be transferred to 
the checking account so that current expenses could be 
met. 

Last June, at the annual national meeting, the House 
of Delegates revised the national dues from 25 cents 
to $1 per member, believing that every member of the 
Auxiliary would voluntarily subscribe 75 cents more for 
the important work that the Auxiliary has set out to do. 

State dues remain the same—25 cents, while county 
auxiliaries determine individually the amount of dues 
necessary. 

By this time county auxiliary treasurers have received 
their forms and membership cards, relayed to them from 
the national treasurer by the state treasurer. (This 
work is all on a volunteer basis.) County treasurers 
then remit all membership dues by March 15 to the 
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state. The national fiscal year ends March 31, at which 
time all dues and reports must be received by the na- 
tional treasurer. It is difficult for some counties to meet 
this March 15 deadline, in view of the variance of 
county fiscal dates: in Minnesota, with twenty-eight or- 
ganized auxiliaries there was a variation of 10 fiscal 
dates. 

Last year total Auxiliary membership in Minnesota 
was 1,632, including twenty-members-at-large. In coun- 
ties where auxiliaries are not organized, wives of physi- 
cians in good standing may become members-at-large. 
Wives of physicians who are members of their county 
societies and widows of physicians who are in good 
standing at the time of death, are eligible for mem- 
bership. 


HENNEPIN AUXILIARY CHANNELS FUND 
TO MENTAL HYGIENE WORK 


Mrs. R. F. Erickson 


In addition to its customary philanthropies, the Hen- 
nepin County Auxiliary has voted to donate $500 to 
the Minnesota Mental Hygiene Society. Financial needs 
of this organization at the present time, plus the inter- 
est of Governor Youngdahl and the public, influenced the 
Auxiliary in its decision. ‘ 

\fter analyzing the work of this society, the members 
agreed that financial support was only the beginning; 
v ‘untary service is needed too, particularly in educat- 

x the public to the care and treatment of mental 

ents. 
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Dr. R. F. Erickson and Mrs. Elmer Rusten discussed 
proposed state and national medical legislation at the 
January luncheon and legislative day of the Hennepin 
County Auxiliary. Interest generated by the meeting 
has led to the planning of a series of round-table dis- 
cussions on pending legislation. 


NICOLLET-LE SUEUR GROUP 
TO AID HEART FUND DRIVE 


At the November 29 business meeting, the Nicollet- 
Le Sueur Auxiliary agreed to aid the Minnesota Heart 
Association in its drive, slated for February 7 to 
February 28. The doctors’ wives were to distribute 
plastic heart-shaped containers for collections throughout 
the two counties. 

Progress on the year’s program was recounted; the 
auxiliary is continuing its work in medical and surgical 
relief, cancer dressings, the sale of Hygeia, and the 
tuberculosis essay contest. 

Mrs. Lawrence Sjostrom, St. Peter, has been chosen 
as a member of the State Cancer Board. 


RENVILLE AUXILIARY JUDGES 
TUBERCULOSIS ESSAYS 

Tuberculosis essays were judged at the December 14 
meeting of the Renville Auxiliary, with the $5 prize 
going to a Bird Island girl. 

The Auxiliary and Medical Society meetings were held 
concurrently, the Auxiliary members meeting at the 
Olivia Sweet Shop for dinner. 
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HARRY FREDRICK BAYARD 


Dr. H. F. Bayard of Minneapolis died on January 14, 
1949, at the age of fifty-one. 


Dr. Bayard was born in St. Paul March 14, 1897. He 
received his medical degree from the University of 
Minnesota Medical School in 1921 and interned at Min- 
neapolis General Hospital. 


After practicing at Stewartville, Minnesota, from 
1923 to 1928, he took postgraduate work in proctology 


his specialty in Minneapolis in 1931. 


, He was Assistant in Surgery on the Proctological 
Outpatient Service at the University of Minnesota and 
was a staff member at St. Barnabas Hospital. 


He was a member of the Hennepin County Medical 
Society, the Minnesota State and American Medical As- 
sociations, the American College of Surgeons, the 
Alpha Kappa Kappa medical fraternity and Phi Sigma 
Kappa. 

Dr. Bayard is survived by his wife, Florence L., his 
mother, Mrs. F. L. Bayard of Minneapolis, four sisters, 
and two brothers. 
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at the Mayo Foundation, Rochester, and began practicing . 





ALFRED HOFF 


Dr. Alfred Hoff, well-known internist of Saint, Paw. 
died suddenly October 9, 1948, at his home, followin 
an illness of several months. 


Alfred Hoff was born March 9, 1883, in Saint Pau 
He received his preliminary education in the schools « 
Saint Paul and was graduated from Cleveland Hig) 
School in 1901. After working in the auditing depari 
ment of the Northern Pacific Railroad for a time, |x 


enrolled in the University of Minnesota, receiving his . 


Bachelor of Science degree in 1908 and his Doctor of 
Medicine in 1910. He was a member of the Nu Sigma 
Nu fraternity and was elected to the Sigma Xi and 
Alpha Omega Alpha honorary fraternities. 


Dr. Hoff served his internship at the City and County 
Hospital 1910-1911 and continued his connection with 
this hospital in various capacities, having been chief of 
the section in medicine and a member of the intern 
committee at the time of his death. In 1926, he took 
postgraduate work at the University of Vienna. On 
returning to Saint Paul, he confined his practice to 
internal medicine. 


Dr. Hoff served as chief of staff of St. Luke’s Hos- 
pital and was a member of the board of directors of 
this hospital. He was a Fellow of the American College 
of Physicians, certified by the American Board of Inter- 
nal Medicine and‘ also a member of Ramsey County 
Medical Society, the Minnesota State Medical Associa- 
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tion and American Medical Association. He was a mem- 
ber of the Minnesota Society of Internal Medicine and 
of the Minnesota Academy of Medicine. 

Dr. Hoff was married December 1, 1926 to Miss Mar- 
jorie Monkhouse. He is survived by his wife, son, 
John, and daughter, Mary Patricia; also two sisters and 
one brother. 

Dr. Hoff was an ardent student in many phases of 
medicine. He devoted considerable time to the train- 
ing of the intern staff and nurses of the Ancker and 
St. Luke’s Hospitals. He was held in respect and es- 
teem by his associates for his professional ability and 
integrity. 

C. K. WitutaMs, M.D. 
E. V. Gottz, M.D. 


J. ARTHUR JOHNSON 


Dr. J. Arthur Johnson of Saint Paul passed away 
after a protracted illness at Mounds Park Hospital on 
November 10, 1948, at the age of fifty-four. 

Arthur Johnson was born in Saint Paul on December 
20, 1893. He attended Johnson High School in Saint 
Paul, but was forced to leave because of illness. He 
later received his high school diploma at Minnesota Col- 
lege in Minneapolis. He attended the University of 
Minnesota, where he received his B.S. degree. He com- 
pleted his medical education in 1927 and was graduated 


with honors, and interned at Ancker Hospital in Saint 
Paul, 


Fesruary, 1949 


He was a member of Phi Chi medical fraternity 
and A. O. A. honorary medical fraternity. While ob- 
taining his education, Dr. Johnson supported ‘himself 
as a male nurse at Gillette and Mounds Park Hospi- 
tals. He was associated with the Earl Clinic of 
Saint Paul from his graduation until the time of his 
death. He was a member of the staffs of Midway and 
Mounds Park Hospitals. He was also a member of 
Ramsey County Medical Society, Minnesota State Medi- 
cal Association, American Medical Association, and 
American Academy of General Practice. 


On January, 1932, he suffered a stroke which left 
him with a partial left hemoplegia. At that time he 
was away from his practice for about a year. In 
spite of his disability he was able to carry on an active 
practice until the time of his death, although in more 
recent years his practice was limited almost entirely 
to allergy. 


Dr. Johnson was especially interested in youth work 
and for many years was director of the young men’s 
and boys’ activities at the Gustavus Adolphus Lutheran 
Church of Saint Paul. Many a young physician owes 
his medical education to the encouragement and finan- 
cial assistance given by him. 


Dr. Johnson never married. He is survived by a 
sister, Mrs. Edith Rohr of Saint Paul, and two nieces, 
Mrs. Chas. Treanor and Carolyn Rohr. 


J. L. Nosre, M.D. 
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Dr. H. L. Berge, formerly of Isle, has become asso- 
ciated in practice with Dr. W. F. Nordman in Mora. 
* * * 

All controls on the prescribing and use of quinidine 
have been removed by Congress, effective June 1, 1948. 
es 6 2 
A trip to Honolulu, Hawaii, was taken during January 
by Dr. and Mrs. H. S. Trueman, who returned to their 
Minneapolis home about February 1. 

2 = 


Dr. Harry-B. Clark, St. Cloud, was appointed Stearns 
County physician by the Stearns County commissioners 
at a meeting in St. Cloud on January 4. 

* * * 


On December 15, Dr. H. D. Nagel observed the 
twenty-fifth anniversary of the opening of his medical 
practice in Waconia. 

* * * 

Dr. Henry C. Otto, Frazee, was elected president of 
the Clay-Becker County Medical Society at a meeting 
held in Moorhead on December 3. 

* * * 


Escaping part of Minnesota’s snow, Dr. and Mrs. 
F. C. Rodda, Minneapolis, left during the middle of 


January for a winter vacation in San Francisco. They 
expected to return home on March 1. 
* * * 

In Duluth on December 15, Dr. E. Irvine Parson pre- 
sented a program dealing with “socialized medicine” at 
the noon meeting of the Duluth Exchange Club. 

.<-6 


Dr. Harold G. Ravits has opened offices at 546 Lowry 
Medical Arts Building, St. Paul, for the practice of 
dermatology and dermatologic allergy. 

* * * 

Dr. J. Emery Frank, Marshall, announced on De- 
cember 29 that he was planning to move to Salt Lake 
City, Utah, where he intended to open a clinic for the 
practice of medicine. 

* * * 


Chief speaker at the eleventh annual meeting of the 
Pine County Nursing Service, held in Askov on De- 
cember 8, was Dr. Mario Fischer, Duluth, director of 
Public Health District No. 4. 

* * * 

The selection of Dr. Karl W. Anderson, medical di- 
rector of Northwestern National Life Insurance Com- 
pany, as chairman of the Minneapolis Community Chest’s 





TRADE MARK REG. 


You trust 
its 





MINNESOTA MEDICINE 





Dr 
that | 
will | 


is chi 


Ho 
New 
sentec 
membh 


Dr. 
on De 
medic. 
end. 


Gue 
Hospi 
gaard, 
sonnel. 


The 
ciety 
Lundy 
Louis 
“recc 21 
of ane: 


Feprry 




























225 Sheridan Road 








OF GENERAL INTEREST 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 





_ North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 211 












Chest board at a meeting on December 27. 
* ¢ ¢ 

Dr. Walter G. Benjamin, Pipestone, has announced 
that Southwestern Minnesota’s second annual Health Day 
will be held in Pipestone on February 22. Dr. Benjamin 
is chairman of the event. 

x * * 

Honor guests at a, meeting of the ZCBJ Lodge in 
New Prague on December 4, Dr. E. E. Novak was pre- 
sented with a pin to commemorate his fiftieth year of 
membership in the lodge. 

* * * 

Dr. and Mrs. C. L. Oppegaard returned to Crookston 
on December 13, after Dr. Oppegaard had attended a 
medical meeting in Minneapolis during. the previous week 
end. 

* *k * 

Guest speaker at the December meeting of the Bethesda 

Hospital nursing staff in Crookston was Dr. C. L. Oppe- 


gaard, who spoke on “Ethics” in regard to hospital per- 
sonnel, 


* * * 


The distinguished service award of the American So- 
ciety of Anesthesiologists was presented to Dr. J. S. 
Lundy, Rochester, at the meeting of the group in St. 
Louis in December. Dr. Lundy was given the award in 
“recognition of his outstanding contributions in the field 
of anesthesiology.” 


Fesrvary, 1949 





health and medical care division was approved by the 


Dr. Richard A. Whitney, Cambridge, was named presi- 
dent-elect of the Eastern Minnesota Medical Society at a 
meeting in Cambridge on December 7. Dr. Whitney will 
take office in 1950. 

x * * 


Early in December it was announced that Dr. Aldridge 
F. Johnson, of the tuberculosis sanatorium in San Haven, 
North Dakota, would move to Sanborn during the middle 
of the month to open offices for the practice of medicine. 

es 2 


Dr. P. S. Hench, Rochester, returned in December 
from a three-month tour of Europe, where he presented 
lectures in England, Norway, Sweden, Denmark and 
Germany. 

x * * 

Dr. Dallas B. Phemister of Chicago was recently in- 

stalled as president of the American College of Surgeons, 


replacing the outgoing president, Dr. Arthur W. Allen 
of Boston. 
* * * 


Members of reserve army medical units of the Twin 
Cities met on December 21 at Fort Snelling to hear talks 
on plastic surgery and head wounds. Speaking at the 
meeting were Dr. Conrad Karleen, Minneapolis, and Dr. 
Wallace P. Ritchie, Saint Paul. 


* * * 


Dr. Willard M. Akins, Red Wing, was elected presi- 
dent of the Goodhue County District of the Gustavus 
Adolphus College Association at its annual meeting on 
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December 29. Dr. Akins, who moved to Red Wing in 
1946, was formerly associated with the More Hospital in 
Eveleth for about ten years. 

* * * 


At a meeting of the Mayo Foundation Fellows Asso- 
ciation in Rochester on December 8, Dr. Howard Ander- 
son was elected president of the group. Other officers 
named were Dr. John Beeler, vice president; Dr. Eric 
Routley, secretary, and Dr. LeMon Clark, treasurer. 

ee 2 


Dr. P. C. Welton, former medical director of the 
Buena Vista Sanatorium, has returned to that position, 
it was announced in Wabasha on January 3. Dr. Welton, 
who was located in Wabasha in 1941 and 1942, practiced 
in Tucson, Arizona, after leaving the sanatorium post. 

x * * 


An article by Dr. Wesley W. Spink and Dr. Abraham 
I. Braude, of the University of Minnesota, on the use 
of aureomycin in the treatment of Brucellosis appeared 
in a December issue of the Journal of the American 
Medical Association. Experiments conducted in Mexico 
were discussed. 

22.4 

Dr. George W. Bagby, Cannon Falls, was married on 
December 20 to Miss Connie Hanson, formerly of Barnes- 
ville. Serving as best man for the ceremony, which was 
held in Barnesville, was Dr. Eugene V. Meyerding, Saint 
Paul. Dr. Bagby, a graduate of Temple University 
Medical School, has practiced medicine in Cannon Falls 
for the past year and a half. 


On January 7, an office was opened in Middle River 
for Dr. Charles A. Haberle of Thief River Falls. Furn- 
ished by local residents, the office was provided in ar 
effort to give Middle River better medical service. Dr. 
Haberle planned to spend one day per week there, unless 
the demand warranted more frequent visits. 

* *k * 

The Committee on Rural Medical Service of th 
Illinois State Medical Association in collaboration witli 
the Illinois Agricultural Association, has established a 
$100,000 fund from which to make loans to medical 
students to help them complete their training on condi 
tion they practice in rural areas. 

e s- % 


Dr. Wilford F. Widen, Minneapolis, was guest speaker 
at a charity-collection meeting of the Baptist Men’s 
Brotherhood in Willmar on December 10. Purpose of 
the meeting, which was accompanied by a turkey dinner, 
was to gather offerings to support world missions and 
charities of the church. 


* * * 


Dr. Charlotte M. Biddle, on December 17, announced 
the opening of offices in the Day Building, Wayzata, for 
the general practice of medicine. A graduate of the 
University of Minnesota Medical School, Dr. Biddle 
interned at St. Joseph’s Hospital, Saint Paul, and then 
served a two-year residency at Minneapolis General Hos- 
pital. For a time she engaged in private practice in the 
Hawaiian Islands. 
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At the annual meeting of the Southern Minnesota 
Branch of the American Academy of General Practice, 
held in Mankato in December, Dr. D. “H. Dewey of 
Owatonna was elected president of the group. Other 
officers elected were Dr. Otto B. Fesenmaier, New Ulm, 
vice president, and Dr. Roger G. Hassett, Mankato, 
secretary-treasurer. 

oe 


Dr. Gordon R. Kamman of Saint Paul addressed the 
Stearns-Benton Medical Society in St. Cloud on Thurs- 
day, January 27. His subject was “Neuropsychiatric 
Conditions Commonly Seen in General Office Practice.” 
Dr. Kamman recently addressed the Missouri Society 
of Neurology and Psychiatry in Kansas City on “The 
Value of the Rorschach Test.” 

* * * 

Dr. Donald R. Lannin has opened an office at 455 
Lowry Medical Arts Building, Saint Paul, for the prac- 
tice of orthopedic surgery. Dr. Lannin graduated from 
the University of Minnesota Medical School in 1940, 
served in the Navy from 1941 to 1945, and has been 
a resident in orthopedics at the University and Shriners’ 
Hospitals for the past three years. 

* * x 

Officials of the Minnesota Division, American Cancer 
Scciety, announced on December 25 that $5000 had been 
granted the University of Minnesota to finance a hor- 
monal study in cancer research. The grant, made for 
the Dr. William A. O’Brien fellowship, will aid the can- 
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cer biology work of Dr. Robert A. Huséby, who is con- 
ducting a study on the response of breast cancer to 
hormone therapy. 7 

* * * 


Dr. Robert Bailey, Fairmont, announced in December 
that he planned to close his practice in the city in mid- 
January to accept a surgical residency at St. Monica’s 
Hospital in Phoenix, Arizona. Dr. Bailey, a son of the 
late Dr. H. B. Bailey of Fairmont, opened his practice 
in Fairmont in December, 1945, after three and one-half 
years of military service. 

x *k x 

Citizens of Jeffers, anxious to have a physician locate 
in the community, announced on December 28 that L. A. 
Duroe, of Jeffers, had given the village an eight-room 
residence to be used as a home and office for a physi- 
cian if one could be found. At the time the gift was 
announced, civic organizations had been trying for a long 
time, unsuccessfully to obtain a doctor for the com- 
munity. Residents hoped that the new inducement might 
solve their medical problem. 

* * * 

After nine years with the Worthington Clinic, Dr. 
W. R. Schmidt announced in December that on January 
1 he would leave Worthington to become a resident in 
chest surgery at the Minneapolis Veterans Hospital. 
During World War II, Dr. Schmidt served with the 
armed forces in the South Pacific area. His position 
at the Worthington Clinic is being filled by Dr. William 
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Pratt, who recently completed a four-year fellowship in 
surgery at the Mayo Clinic. 
* * * 


It was announced on December 29 by Dr. G. M. A. 
Fortier, Little Falls, that Dr. Scott J. Mighell, formerly 
of Minneapolis, would join the staff of the Little Falls 
Medical Clinic on January 4. A graduate of the Uni- 
versity of Iowa Medical School, Dr. Mighell served his 
internship at Philadelphia General Hospital and then 
entered the U. S. Air Forces, being stationed in Japan 
and the Philippine Islands. He has taken postgraduate 
work at the University of Minnesota Hospitals. 

oe 

Dr. M. S. Rayman, formerly of Chicago, joined the 
staff of the Two Harbors Community Health Center and 
Clinic early in December. A graduate of the Columbia 
University Medical School, Dr. Rayman interned at 
Michael Reese Hospital, Chicago, and then took post- 
graduate training at Pennsylvania State Hospital and at 
the Newark Beth Israel Hospital, New Jersey. Before 
moving to Two Harbors, he was practicing in Darwin, 
California. 

e.ue 3 

Gonvick again procured the services of a physician 
on January 1, when Dr. Norman F. Stone, formerly of 
Minneapolis, arrived in the community to open offices 
for the practice of medicine. His arrival filled the local 
medical gap that had existed since the death of Dr. 
John Stevens in 1947. Dr. Stone, a graduate of the 
University of Minnesota Medical School in 1944, has 
served in the Navy, practiced briefly in Mankato, and 


taken postgraduate work at the University of Minne- 
sota Hospitals. 
e # * 


Dr. F. C. Anderson, after two and one-half years of 
practice in Little Falls, announced on December 18 that 
he would be associated with Dr. A. J. Olson in the 
practice of medicine at Owatonna after January 1. The 
two physicians, both former residents of Cloquet and 
friends since childhood, took their college training to- 
gether. During his stay in Little Falls, Dr. Anderson 
was associated with Dr, R. V. Fait and Dr. D. L. 


Johnson. 
* ok * 


In November, Dr. Osmund A. Wisness moved from 
Minneapolis to Slayton to become associated with the 
Doms-Pierson Clinic there. A graduate of the Univer- 
sity of Minnesota Medical School in 1945, Dr. Wisness 
interned at the University of Maryland and then served 
for two years in the army. Following his discharge in 
February, 1948, he took residency training at Fairview 
Hospital, Minneapolis, where he remained until moving 
to Slayton in November. 


* * * 


Early in January, Dr. Sidney F. Becker, after two 
Years of association with the Bemidji Clinic, announced 
his affiliation with Dr. E. W. Johnson, Bemidji, in the 
general practice of medicine and surgery. A graduate 
of the University of Minnesota Medical School in 1942, 
Dr. Becker served in the Navy for three and one-half 
years and then engaged in general practice at Thief 
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River Falls for a short time. Before moving to Bemidji 
in January, 1947, he took postgraduate training at the 
University of Minnesota for six months. 


* * * 


At the annual meeting of the Minnesota Association 
of Coroners in St. Cloud in December, Dr. E. A. Kil- 
bride, Worthington, Nobles County coroner, was elected 
president of the group. He succeeds Dr. John W. 
Ekblad, Duluth, St. Louis County coroner, in the office. 

Other officers elected at the meeting were Dr. R. H. 
Puumala, Cloquet, Carlton County coroner, first vice 
president, and Dr. J. N. Libert, St. Cloud, Stearns 
County coroner, second vice president. Dr. Russell 
Heim, Minneapolis, Hennepin County coroner, was re- 
elected as secretary-treasurer. 


* * * 


Plans to open a clinic in Minneapolis for pre-school 
children with cerebral palsy were announced on January 
5 by the Minneapolis Junior League and the Minnesota 
Society for Crippled Children and Adults. Chairman of 
a medical committee connected with the development of 
the clinic is Dr. E. J. Huenekens, Minneapolis. At the 
clinic, which will open about May 1, children suffering 
from cerebral palsy will be “screened” in regard to capa- 
bilities for education by the University of Minnesota’s 
Institute of Child Welfare. Children with the affliction 
must be referred to the clinic by physicians. 


* * * 


Four of the Minnesota physicians who attended a one- 
week course in child psychiatry at the University of Min- 
nesota Center for Continuation Study, December 6 
through 11, were Pr. John Stam, Worthington; Dr. Har- 
old L. Stemsrud, Alexandria, and Dr. Russel E. Carlson 
and Dr. Henry Van Meier, both of Stillwater. 

The course, which was given with the co-operation 
of the U. S. Public Health Service and the Minnesota 
Department of Health, was attended by fifty-two pediatri- 
cians and general practitioners from the United States 
and Canada. 

i | 


It was announced on January 4 that Dr. James C-. 
Masson, chief of the Mayo Clinic’s surgical staff since 
1935, had retired at the age of sixty-seven. Dr. Masson 
had been chief surgeon since the death of Dr. Edward 
Starr Judd, who had succeeded Dr. William J. Mayo 
in the post. 

A graduate of the University of Toronto, Canada, Dr. 
Masson went to Rochester in 1912 as an intern at St. 
Mary’s Hospital. In 1913 he became a first assistant in 
surgery, and in 1915 he was appointed head of a section 
in surgery. From 1946 until his retirement he served 
as a senior consultant on the clinic staff. 


* * * 


Dr. Howard Lundy Sather has been appointed a Lieu- 
tenant (jg), Medical Corps Reserve, U. S. Naval Re- 
serve, according to an announcement by the Minneapolis 
Office of Naval Officer Procurement. He is now serving 
his internship at Ancker Hospital, Saint Paul, Minne- 
soia. The son of Mr. and Mrs. Clarence Sather of 
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Minneapolis, Dr. Sather attended the University of 
Marquette where he received his M.D. degree in June, 
1948. He is a member of the medical fraternity, Alpha 
Kappa Kappa. He was sworn into the Navy at the 
Office of Naval Officer Procurement in Minneapolis. 


* * * 


The Nebraska State Legislature recently passed a 
resolution to the effect that whereas the American 
people enjoy the highest level of health, the best stand- 
ards of scientific medical care and the finest medical 
institutions in the world, and whereas there has been a 
progressive deterioration of medical standards in coun- 
tries where the government has assumed control of 
medical care, that the Nebraska State Legislature re- 
spectfully requests the Congress of the United States to 
refrain from imposing upon the citizens of this nation 
any form of compulsory health insurance or any system 
of medical care designed for national bureaucratic con- 
trol. 


* *x * 


Smith, Kline & French Laboratories of Philadelphia 


awarded in 1948 a total of seventy-three grants 
amounting to $314,761 in support of medical research, 
according to an announcement by Mr. W. Furness 
Thompson, Vice President in charge of research. 
Twenty-seven of these grants were made to twenty 
medical schools, and the balance to institutes, clinics 
and individual investigators. ‘The funds were provided 
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under three main categories: as scholarships and fellow- 
ships; as aids to preclinical research in such fields as 
pharmacology, bacteriology, biochemistry, histology, mi- 
croanalysis, mycology, organic chemistry, pharmaceutical 
chemistry and physical chemistry; and for support of 
investigations in various fields of clinical medicine as 
hypertension, pain, cardiovascular conditions, epilepsy, 
anemia, dermatology, obesity, et cetera. 


* * * 


Among Minnesota physicians who attended a three- 
day continuation course in cancer at the University of 
Minnesota, December 2 through 4, were Dr. F. W. 
Bachnik, Hibbing; Dr. R. G. Hankerson, Minnesota 
Lake; Dr. Nels N. Sonnesyn, Le Sueur; Dr. Francis M. 
McCarten, Stillwater; Dr. C. L. Roholt, Waverly; Dr. 
A. J. Lenarz, Browerville; Dr. Richard P. Griffin, Ben- 
son; Dr. Leroy J. Larson, Bagley; Dr. C. A. Boline, 
Battle Lake; Dr. Douglas L. Johnson, Little Falls; Dr. 
John A. McIntyre, Owatonna; Dr. Charles Vandersluis, 
Bemidji; Dr. H. A. Burns, Anoka; Dr. Carl Lundell, 
Granite Falls, and Dr. Walter S. Neff and Dr. Robert 
P. Pearsall, both of Virginia. 

During the course, which was given for non-metro- 
politan physicians, the attending doctors had an oppor- 
tunity to inspect the Cancer Detection Center at the Uni- 
versity of Minnesota and to study the results of the 
hundred of examinations that have already been given 
there. Part of the course consisted of discussions of the 
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techniques and newest developments in cancer diagnosis 
and treatment. 
» «-< 


Red Cross Blood Centers—The American Medical 
Association’s Blood Bank Liaison Committee with the 
American Red Cross has been informed that nineteen 
blood bank programs, including the statewide service 
in Massachusetts, were in operation as of December 20, 
1948. More than 97,000 pints of blood have been col- 
lected and made available without charge to physicians 
at 614 hospitals and forty-two clinics. 

Since the opening of the first center in Rochester, 
New York, a year ago, centers have been established 
in Wichita, Kansas; Stockton, Los Angeles and San 
Jose, California; Atlanta; Washington, D. C.; Tucson; 
Omaha; Springfield and St. Louis, Missouri; Charlotte, 
North Carolina; Detroit and Lansing, Michigan; Yaki- 
ma, Washington; Great Falls, Montana; Columbus, Ohio, 
and Saint Paul. Scheduled for early opening are re- 
gional centers at Portland, Philadelphia, Nashville, Boise 
and Louisville. 

ees 

Dr. Carl Buturf, Freeborn physician, whose retire- 
ment to Minneapolis after thirty-seven years of rural 
practice was announced in the January issue of Mrn- 
NESOTA MEDICINE, decided after one month of city life 
to “un-retire.” Early in January, he and Mrs. Buturf 
moved from the Minneapolis home they had occupied 
since Thanksgiving, back to the community they had 
lived in for almost forty years. There, in Freeborn, 
Dr. Buturf reopened his office and his drug store, and 
began again the practice he had conducted for so many 
years. The community residents, to whom Dr. Buturf 
has been and still is their only physician, happily wel- 
comed his return and promised to redecorate the medical 
office. 

Now, Dr. Buturf, who says, “The city’s all right, but 
—,” plans to build a new home on the shores of Lake 
Freeborn, where Mrs. Buturf can grow wild flowers and 
where there is “plenty of space to move around in.” 


* * * 


Forty years of medical service in Worthington were 
ended by Dr. B. O. Mork, Sr., when he retired on Janu- 
ary 1 at the age of eighty-one. 

Born in Norway, Dr. Mork came to the United States 
at the age of nineteen. After working for several years 
at the Indian agency in Granite Falls, he studied at Ham- 
line University and was graduated in 1898. He then 
served for several years as a school teacher, before re- 
turning to Hamline to obtain his medical degree at the 
age of forty. In 1908 he moved to Worthington and 
formed a medical partnership with a Dr. Henry Wiedow. 
With four associates, Dr. Mork organized the Worthing- 
ton Clinic in 1920. 

Dr. Mork has two sons, both prominent Worthington 
residents. Dr. B. O. Mork, Jr., is director of Public 
Health District No. 5, and Raymond Mork is the Nobles 
County attorney. 

* * * 


Dr. D. A. Dukelow, director of the health and medical 
care division of the Hennepin County Community Chest 
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and Council since November, 1945, has been named medi- 
cal consultant on health and fitness for the American 
Medical Association in Chicago. He will leave Minne- 
apolis near the end of February to assume his new duties 
early in March. 

A former practitioner in St. Charles, Dr. Dukelow was 
director of public health education for the Minnesota 
Department of Health from July, 1937, to November, 
1945. He has been secretary of the public health educa- 
tion section of the American Public Health Association 
since October, 1947, and executive secretary of the Min- 
nesota Public Health Conference since January, 1947. 

In his new position with the AMA, Dr. Dukelow will 
be a consultant to school administrators and physicians 
associated with school health programs. 


* * * 


“Shall the Federal Government Provide Health Insur- 
ance?” That was the debate question at a Minneapolis 
Town Meeting held on January 10, with a Minneapolis 
physician, Dr. Max Seham, urging federal compulsory 
health insurance and declaring, “We can no longer be 
satisfied with half-way measures and patch-work pro- 
posals. By their very nature they [voluntary plans] 
cannot furnish the medical services that the majority of 
the people today need and want. They are too expensive.” 
To provide adequate health protection for the groups who 
need it most, he said, “the only alternative is to enact 
such a program as proposed by Senator Murray and his 
associates in his last bill.” 

Taking the affirmative with Dr. Seham in the debate 
was Robert Gannon, state CIO legislative representative. 
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Upholding the negative were Dr. M. M. Weaver, assistant | 


dean of the University of Minnesota Medical School, 
and Carl A. Ernst, president of the Minnesota Associa- 
tion of Accident and Health Underwriters. Mr. Ernst 
asserted, “What seems to be overlooked by labor in this 
country is that when these social security programs cover 
the entire population, everyone will be up to his neck in 
the compulsion of taxes. Once completely under gov- 
ernment control, labor will go the way of labor in other 
countries.” 


HOSPITAL NEWS 


For the first time in the history of Asbury Hospital, 
Minneapolis, the medical staff is headed by a woman. 
Dr. Ann W. Arnold was elected president of the staff 
at its annual meeting in December. A graduate of the 
University of Pennsylvania Medical School, Dr. Arnold 
has practiced in Minneapolis since 1925. 

Other staff officers elected at the meeting were Dr. 
Paul J. Preston, vice president, and Dr. Wayne S. Hagen, 
secretary-treasurer. 

* 


* * 


Dr. C. B. Nessa, 
at tlle St. Cloud Hospital at a staff meeting on December 


13. Other officers elected include Dr. N. F. Mussachio, 
Foley, vice president, and Dr. E. V. Wetzel, St. Cloud, 
secretary. 

i xk * * 


Speaking at a meeting of the Civic and Commerce 
Association in Redwood Falls on December 8, Dr 
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St. Cloud, was elected chief of staff | 
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$5,000.00 accidental death.............. $8 

$25.00 weekly indemnity, accident Quarterly 
and sickness 

$10,000.00 accidental death... ..... $16.00 

$50.00 weekly indemnity, accident Quarterly 
and sickness 
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$75.00 weekly indemnity, accident Quarterly 
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$20,000.00 accidental death ......... $32.00 

$100.00 weekly indemnity, accident Quarterly 
and sickness 
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Cairns discussed the problems facing the city hospital 
because of the additional burden caused by the closing 
of the government hospital for Indians at Pipestone. He 
pointed out that hospitals throughout the county would 
have to assume the extra patient-load, and that facilities 


at the Redwood Falls Hospital were already being used . 


to capacity. “We can only hope our present facilities 
can be expanded,” he said. The hospital superintendent, 
Anna C. Rindal, said that the staff was eager to serve 
Indian patients needing medical care but that there 
simply was no room for more patients in the twenty- 
two-bed hospital. 

. oe 

Dr. Reuben A. Johnson was named president and chief 

of staff of Abbott Hospital, Minneapolis, at a meeting 
of the medical staff in December. Other officers elected 
include Dr. Ralph E. Creighten, vice president, and Dr. 
Elizabeth Lowry, secretary. 

ees 


It was announced on December 9 that Dr. J. J. Smyth, 
Lester Prairie, and Dr. C. A. Anderson, Hector, had 
become members of the Glencoe Municipal Hospital staff. 

eu ¢ 

As part of the program of Mental Health Week, Dr. 
E. W. Miller, superintendent of the Anoka State Hos- 
pital, addressed a group of state senators, representa- 
tives, heads of civic groups, clergymen and county and 
city officials at a meeting held at the hospital on De- 
cember 2. Dr. Miller discussed the history of the Anoka 
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hospital, false economies that had been attempted in the 
past, present problems in personnel, new techniques for 
handling patients, and hospital requirements for the 
future. He listed the reasons for the hospital’s request 
for a larger legislative appropriation, and asked his 
listeners to do what they could to promote the succes: 
of the program. 


* * * 


The West Side General Hospital, Saint Paul, which 
was founded nearly forty years ago by the late Rev. 
John M. Bartmeier, has been reorganized through the 
efforts of the Riverview Commercial Club and will be 
operated by a new corporation as the Riverview Memorial 
Hospital. The directors are West Side citizens, with 
Herman C. Marthaler, president ; Leroy Weir, vice presi- 
dent; Walter Perlt, secretary, and Julius H. Brogmus, 
treasurer. Mr. Conrad Swanson, manager of the River- 
view Commercial Club, is the acting manager of the 
hospital. The present medical staff, of which Dr. Her- 
man Kesting is chief, and the present superintendent, 
Miss Genevieve Courteau, will continue. 


* * * 


Charles M. McLean, a recent graduate of the Wash- 
ington University School of Hospital Administration, has 
assumed the duties of assistant superiritendent at Ancker 
Hospital, Saint Paul, under the direction of Dr. Thomas 
Brodie. 


BLUE SHIELD NEWS 


Applications covering Blue Shield participant subscrib- 

ers received as of December 31, _ SSS 130,639 
Blue Shield cases paid from December 1 to December 

Fig Bn coe carcecesercsecsisrccorecerversseceees 972 


BENE, WB cs cccescccccccecexocssecsecosecce 4,431 

Amount paid on Blue Shield cases from December 1 s 
CF FE Fe, Bs ps cocacascsevcccecccscneeees $ 37,415.45 
cp Oe ‘sheetinevepunen 166,229.63 


At the close of 1948 the goal of securing 100,000 per- 
sons in Minnesota desiring the Blue Shield contract was 
achieved. In fact, this total was exceeded by 30,639. 
This is quite a distinction for Minnesota Medical Serv- 
ice Inc., for no other plan has ever reached such a figure 
-in its first year of operation; of the total applications, 
representing 130,639 participant subscribers, contracts 
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covering approximately 102,000 subscribers were in ef- 
fect as of December 31, 1948. 

Much credit is due the Enrollment Department of 
the Blue Cross-Blue Shield office for this wonderful 
record. Selling the Minnesota Blue Shield contract a 
year ago was not an easy task. The idea of a voluntary 
non-profit medical care plan was relatively new to 
Minnesota; therefore, a great deal of sales* promotion 
was required. The subscription to this new contract 
meant an additional deduction from a pay check already 
subject to numerous deductions. The advantages of the 
Blue Shield contract had to be fully explained. Since the 
plan was so little known no “word-of-mouth” advertis- 
ing was available, rather the bulk of the responsibility 
for selling the plan fell to the Blue Cross-Blue Shield 
representatives. It is gratifying to see that with much 
perserverance the enrollment in Minnesota Blue Shield 
has grown from 10,000 persons covered in February, 
1948, to the current figure. 

The co-operation of the doctors throughout the state 
in helping the representatives contact various organiza- 
tions with a view toward introducing Blue Shield to 
farm bureaus and community groups has been of con- 
siderable assistance, for the doctors’ support of Blue 
Shield is a definite factor in its favor. Now that the 
plan is well under way, the benefits derived have become 
obvious. The increasing number of letters of appre- 
ciation reaching the Blue Shield office daily bear out 
this statement. 

The Blue Shield contract is at present sold only to 
groups of employed people and their dependents. Blue 
Shield expects to have available as soon as possible an 
individual contract for those who are not now eligible 
to receive a contract due to their employment status. 

Blue Shield has shown a most favorable financial oper- 
ating statement since its beginning. The co-operation of 
the doctors has shown no abuse of the plan. This is 
appreciated and undoubtedly will continue. 








The Blue Shield Board of Directors is giving consid- 
eration to the return of the funds sent by doctors to 
finance the working capital of the plan. The plan for 
returning these funds must also meet the approval of 
government authorities as to when they may be returned 
without impairing the guarantee of the service to sub- 
scribers. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in gy on piatom, 

two weeks, starting February 21 arch 2 

Surgical Technique, Surgical Anatomy By "Clinical 
Surgery, four weeks, starting February 7, March 7. 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting February 21, March 21, April 18. 

Surgery of Colon and Rectum, one week, starting 
March 7, April 11. 

Surgical Pathology, every two weeks. 


GYNECOLOGY—Intensive Course, two weeks, starting 
February 21, March 21. 
Vaginal Approach to _ Surgery, one week, starting 
February 14, April 


OBSTETRICS Intensive Course, two weeks, starting 
March 7, April 4. 


ao eens Course, two weeks, starting 
pri 
Personal Course in Gastroscopy, two weeks, starting 
March 7. 
Electrocardiography, four weeks, starting March 16. 


PEDIATRICS—Intensive Course, two weeks, starting 
April 4. 


BERPATOLOST—Sesmnt Course, two weeks, starting 
ay 2. 

Clinical Course every two weeks. 
CrSSS Sere Tee -Day Practical Course, every two 


ROENTGENOLOGY—Lecture and Diagnostic Course, 
two weeks, starting the first Monday of every month, 
Clinical Course, starting third Monday of every month. 


General, Intensive and Special Courses in all 
Branches “of Medicine, Surgery and the Specialties 
TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 











TAILORS TO MEN SINCE 1886 


The finest imported and domestic wool- 
ens such as SCHUSLER’S have in stock 
are not too fine to match the hand tailor- 
ing we always have and always will. 
employ. 


J. T. SCHUSLER CO., INC. 
379 Robert St. St. Paul 














Good Vision Js Precious 
When your eyes need attention... 


Don't just buy eye glasses, but eye care... 
Consult a reliable eye doctor and then... 


Let Us Design and Make Your Glasses 


Ply feld-Ackerman 


Dispensing Opticians 


25 W. 6th St. St. Paul CE. 5767 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











CONTROL OF PAIN IN CHILD SERIE. Third Edition. Clif- 
ford B. Lull, M.D., F.A.C.S., F.1.C.S. Director, Division of 
Obstetrics and Gynecology, we Lying-In Unit 
Pennsylvania Hospital, and Robert A. Hingson, M.D., F.I 
F.A. LC.A. Associate Prefessor of Obstetrics; anesthesi- 
ologist Department of Obstetrics, Johns Hopkins ew and 
Hospital; surgeon, United States Public Health Service. 522 
pages. Titus, Price, $12.00, cloth. Philadelphia: J. B. Lippin- 
cott Co. 


TWENTIETH CENTURY SPEECH AND VOICE CORREC- 
TION. Edited by Emil Froeschels, M.D. President, Inter- 
national Society for Logopedics and Phoniatrics; president 
New York Society for Speech and Voice Therapy. 321 pages. 
Price $6.00, cloth, New York: The Philosophical Society, 1948. 


SY [pores OF PEDIATRICS. John Zahorsky, A.B., M.D., 
A.C.P., Professor of Pediatrics and Director of the Depart- 

a of ‘Pediatrics, St. Louis University School of Medicine, 

and Pediatrician-in-Chief to the St. Mary’s Group of Hospitals; 

Fellow of the American Academy of Pediatrics. Assisted by 

T. S. Zahorsky, B.S., M.D., Senior Instructor in Pediatrics, 

St. Louis University School of Medicine, and Assistant Pedia- 

trician to the St. Mary’s Group of Hospitals. 5th ed. 449 

pages. Illus. Price $5.50. St. Louis: C. V. Mosby Co., 

The fifth edition of this well-known synopsis main- 
tains its excellent presentation of clinical pediatrics in 
capsule form. The material is well presented in a read- 
able and highly condensed form. 

There are a few omissions. For example, no mention 
is made of primary atypical pneumonia, nor are anti- 
histaminics mentioned in the treatment of hay fever, 
urticaria, or serum disease. 

However, the book has been brought up to date 
throughout and is an excellent and authoritative treatise 
on the essentials of pediatrics. 


B. C. Apter, M.D. 


PRACTICE OF ALLERGY. By Warren T. Vaughan; revised 
by J. Harvey Black. 2nd ed. 1092 pages. Illus. St. Louis: 
C. V. Mosby Company, 1948. Price $15. 

Warren Vaughan’s second edition of this classic text 

has been greatly delayed by his untimely death in 1944. 


Much of the present material is his own revision, but 
the whole contents had to be reviewed by the secon 
author before the latter’s editorship could begin. Th: 
subject matter retains the charm and flavor of 
Vaughan’s original edition which makes it by far the 
most enjoyable reading of any of the treatises on allergy 
The volume is printed on good quality stock and con 
tains 1131 pages with many illustrations, most of then 
by the author himself, one of whose hobbies was pho- 
tography. 

Several outstanding features are presented. A thirty- 
page bibliography includes over 1,000 articles and repre- 
sents essentially all of the important ones in the allergi: 
field. The sections on food allergy and on pollens ani 
pollinosis are exhaustive and the most authoritative ob- 
tainable. Photographs in the latter section actually allow 
the reader to recognize the various hay-fever-producing 
grasses and weeds. Descriptions of the various families 
of foods, their origin, their use in manufacture and 
processing and their importance in producing sensitiza- 
tion are excellently handled. As presented, they are in- 
terest to both the student of the subject and to the 
more casual reader. 

Despite the reviewer’s thorough enjoyment of this 
book, certain omissions must be commented upon. Many 
readers would have enjoyed the inclusion of a discus- 
sion of the relation between allergic symptoms and the 
autonomic nervous system. This is a relationship which 
is apparent to all clinical practitioners of medicine, 
regarding which there is as yet little published work. 
There is a discussion of the inaccuracy of skin tests, 
but this is not carried to the point where the reader 
understands that the tests are only clues and that one 
cannot make the diagnosis of the allergic state by the 
application of these tests. There is little discussion of 
sensitization to oils and fats, probably because of the 
dearth of literature on this subject and information re- 
garding it. 

This volume can be unhesitatingly recommended to all 
medical readers. The authors’ manner of expression is 
much more lucid than is common in American medical 
writing. Those reading for enjoyment may find it here, 
those seeking specific information will surely find their 
needs satisfied. 

AsHER A, Wuite, M.D. 
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